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Part |
Introduction

A police service, and our criminal justice system, need the confidence of
the public in order to function properly and efficiently. The Saskatoon
Police Service acknowledges that its investigation of the death of Neil
Stonechild and its handling of the concerns of the family of Neil

Stonechild should have been better.

The detailed examination by this Commission of the conduct of the
Saskatoon Police Service investigation of the death of Neil Stonechild has
been very difficult for the Saskatoon Police Service and its members. But
the Saskatoon Police Service agrees that examination was necessary,
and believes that it has already been beneficial to it, and to the
community. Mistakes were made. The Saskatoon Police Service has
learned from them and has already made some changes to its policies
and procedures to try to prevent the happening of the same in the future,
and looks forward to this Commission’s report and recommendations as
to what additional matters it can and should do to improve itself and to
provide better service to this community. The Saskatoon Police Service
is confident that the report and recommendations of this Commission will
go a long way in helping the Saskatoon Police Service improve the

services it offers to the citizens of this community.
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Part Il
Submission

There are four areas that the Saskatoon Police Service wishes to
address:

(a) Brief comments regarding the original Saskatoon Police Service

investigation;

(b) Brief discussion as to the evidence of several withesses, and in

particular, Jason Roy and Dr. Emma Lew;

(c) Concerns raised over the Saskatoon Police Service Issue Team; and

(d) Improvements and changes made by the Saskatoon Police Service
since 1990, and recommendations that the Saskatoon Police Service

submits that the Commissioner may wish to consider.

(a) Brief Comments Regarding the Original Saskatoon Police

Service Investigation

In his evidence, Deputy Chief Dan Wiks, on behalf of the Saskatoon
Police Service, acknowledged that the investigation by the Saskatoon
Police Service of the death of Neil Stonechild was inadequate. During his
testimony on January 8 and 9, 2004, Deputy Chief Wiks reviewed the
investigation and pointed out those parts that, in his view, had been

conducted properly, and those that had not.
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In summary, Deputy Chief Wiks testified that, in his view, it would likely
have been very helpful had either a Morality or a Major Crime Investigator
been directed to attend at the scene. He also testified that there should
have been a better search of the scene, especially relating to the missing
shoe of Neil Stonechild. There should have been better follow-up with a
number of witnesses and certain leads. Following from that there should
have been an explanation of how some of the conclusions were arrived

at. (For example, the elimination of “the Pratts” as suspects.)

It is not clear exactly what happened, but there should have been more
consideration given to the request of Sergeant Keith Jarvis to have the
file transferred to Major Crime. Further, it is common knowledge that the
early days of an investigation are the most important, and as such the file
ought not to have been permitted to sit uninvestigated for several days
while Sergeant Jarvis was on days off. Finally, it appears that the file had
been prematurely closed, and that little or no review of that decision was

in fact made.

More comments will be made about policy and procedure in the section
entitled “Improvements and Changes made by the Saskatoon Police
Service since 1990, and Recommendations that the Saskatoon Police

Service Submits that the Commissioner May Wish to Consider”



10.

Page 4

(b) Brief Discussion as to the Evidence of Several Witnhesses,

and in particular, Jason Roy and Dr. Emma Lew

The first term of reference given to this Commission was to inquire into
any and all aspects of the circumstances that resulted in the death of Neil
Stonechild. To that end, this Commission examined those circumstances
in detail hearing many days of testimony from numerous witnesses, who
were examined and cross-examined. The Commission also had the
benefit of the extensive RCMP investigation prior to the Commission, and
further investigations conducted by the Commission through its counsel

prior to and during the hearings.

Numerous theories were propounded and possibilities were raised.
Unfortunately, it seems to the Saskatoon Police Service, despite all these
efforts, no clear picture emerged as to exactly what happened after Jason

Roy and Neil Stonechild parted.

The Saskatoon Police Service will leave detailed discussion and
arguments about evidence and its meaning to other parties to this
Commission, but does wish to comment briefly on some aspects of

several witnesses, mostly Jason Roy and Dr. Lew.
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The evidence of Jason Roy is important because he was the last known
person to have contact with Neil Stonechild. The Saskatoon Police
Service submits that this Commission should consider the following
points:

. his evidence at the time by means of his written statement to
Sergeant Jarvis was not the same as the evidence he ultimately
gave to this Commission in significant respects.

. there is a significant possibility that Jason Roy was the victim of the
phenomena Dr. Steven Richardson described as “filling in”. As well,
Dr. John Yuille testified that memory does not generally improve over
time, and one should be suspicious of memory that does improve

over time, absent some explanation.

. as noted, Jason Roy’s evidence changed significantly from 1990 to
that given to this Commission. But an examination of what he said
to other witnesses over time indicates that his evidence seems to
have changed “incrementally”. This was described in the application
of the Saskatoon Police Service to call Dr. Jim Arnold, which
application was heard on January 9. Those points will not be

repeated here since they appear in the transcript.

. before this Commission, Jason Roy testified that he saw Neil
Stonechild in the back of a Saskatoon Police Service car in
handcuffs with blood running down his face and a gash on his nose.
But, Dr. Lew testified that in her opinion, based upon an examination

of close-up photographs prepared by the University of Saskatchewan
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Anatomy Department’, that the injuries to Neil Stonechild’s nose
were caused perimortem, that is at or about the time of his death,
and therefore it would have been impossible for Jason Roy to
actually have seen what he appears to believe he saw.
Furthermore, there was no evidence to substantiate the significant

bleeding Jason Roy described.

. as to the handcuffs, it is submitted that the evidence of Gary
Robertson was completely refuted by Dr. Lew’s evidence. Her
examination of the marks on Neil Stonechild’s right hand, as
depicted in the enlarged photographs prepared by the University of
Saskatchewan Anatomy Department, led to her conclusion that the
marks were not consistent at all with handcuffs, but are consistent
with post mortem clothing marks. In fact, Dr. Lew testified that there
is visible within the marks themselves a pattern consistent with the
weave of cloth, and not the smooth metal of handcuffs. Further, the
mark is not consistent with handcuff marks in terms of placement on
the hand and the fact that in the area at the base of the thumb there
is an indent on either side of a highpoint at the base of the thumb,
but no mark whatsoever on that highpoint. Thus, while the evidence
of Gary Robertson at one time appeared important, it is apparent
that his conclusion or assumption that the injuries to Neil
Stonechild’s nose or the marks on his wrist were caused by

handcuffs is simply wrong.

' Unfortunately Dr. Dowling, Dr. Adolph and Dr. Fern did not have the
benefit of seeing the close-up photographs prepared by the University of
Saskatchewan Anatomy Department at the time they testified because no one
appears to have thought of having such prepared until suggested by Dr. Lew,
Dr. Rao and Dr. Matshes in November of 2003.
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(c) Concerns Raised over the Saskatoon Police Service Issue

Team

Over the course of the Inquiry, concerns were expressed regarding the
Saskatoon Police Service Issue Team and the fact that Saskatoon Police
Service did consult with experts about some aspects of the Neil

Stonechild matter.

As Deputy Chief Wiks testified, the Saskatoon Police Service had never
been through an Inquiry of this sort before. The Saskatoon Police
Service therefore created a body which became known as the “Issue
Team”. Its primary functions were to identify, locate and provide to
Commission Counsel any information and documentation required for this
Commission, to do prepatory work that the Saskatoon Police Service
needed in order to ready itself for the Commission hearings, to deal with
security and safety matters for this Commission in conjunction with the
RCMP and Commission Counsel and to develop communication plans
both internally and externally. In that regard, it established liaison
mechanisms with the RCMP and the Saskatoon City Police Association
with respect to its members. As part of its functions it attempted to
identify any issues that might arise or that should be raised in relation to
this Commission, and it did also act as a “sounding board” in respect to

various matters.

As a result of various ideas raised by the Issue Team, and various
requests made by Commission Counsel, the Saskatoon Police Service
generated a large number of reports, which were disclosed to
Commission Counsel, and many of which have been marked as exhibits

in these proceedings.
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The entire minutes of the Issue Team (with certain security and solicitor-
client issues excluded) were provided to Commission Counsel at his

request, without any objection, and made an exhibit in this proceeding.

As is apparent from the minutes of the Issue Team, these were not
formal minutes in the sense that they documented formal resolutions, etc.,
but simply were notes about all the matters, speculation, possibilities,
thoughts, etc. discussed by the Issue Team.

From previous experience when “high profile” cases are before the courts,
the Saskatoon Police Service was aware that it would likely receive “tips”
from the public as the Inquiry proceeded. Accordingly, it set up a tip line.
All tips received were passed on to the RCMP and/or Commission
Counsel to do with as they saw fit - none were investigated by the

Saskatoon Police Service.

In relation to Saskatoon Police Service employees, the Issue Team did
discuss modes of communication with Saskatoon Police Service members
to make sure that members who, obviously, are and were keenly aware
and interested in the issues being dealt with by this Inquiry, could be kept
informed. It also dealt with and discussed issues with respect to
Constables Larry Hartwig and Brad Senger, given their particular

involvement.

The existence of the Issue Team was not hidden. An examination of the
minutes demonstrate that it was not an investigative body. It related to
various brainstorming and preparation issues to try and figure out what
kinds of information the Saskatoon Police Service had or could acquire

from its records which would assist the Commission and what the
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Saskatoon Police Service might need to do to prepare for the Inquiry.
The fact that the minutes are so complete and document all matters
discussed by the Issue Team indicate that there was absolutely no
intention whatsoever to interfere with any part of the RCMP investigation.
Nor did that happen in fact. In fact the opposite is true. The Issue Team
was there to and, it is submitted, did assist in the Inquiry in any way it
could.

As a party granted standing to the Commission, the Saskatoon Police
Service received in June of 2003 disclosure from Commission Counsel.
Included in that were the Gary Robertson photogrammetric materials.
Gary Robertson’s materials, at that time, appeared very important. As
Deputy Chief Wiks testified, he had never heard of photogrammetry and
needed to know what it was and how it worked, etc. The Saskatoon
Police Service also needed to know whether or not this was a valid
application of the procedure, and whether the results were trustworthy, in

general, and specifically in this case.

Deputy Chief Wiks met with RCMP officials in August of 2003 and
expressed certain concerns he had, as a fellow police officer, in terms of
the apparent conclusions of Gary Robertson. The RCMP were not able
to answer those concerns, and Deputy Chief Wiks advised officials of the
RCMP that the Saskatoon Police Service was intending to consult Dr. B.
McGee, a forensic pathologist (see evidence of Chief Superintendent
Darrell McFadyen). The RCMP gave him their “blessing”, and the

consultation proceeded (transcript pages 6113 and 6114).

It is important to note that the Saskatoon Police Service had duly applied

to this Commission for permission to consult with Dr. McGee, and as part
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of that application agreed that all information from Dr. McGee would be
made available to Commission Counsel, which did happen. In the end
result Dr. McGee was not able to assist on the issue of photogrammetry,
other than to indicate he had never heard of it being used in this fashion,
but did offer useful information with respect to opinions as to the injuries
on Neil Stonechild’s body. Again, all such information was passed on to

Commission Counsel, who then did himself interview Dr. McGee.

Subsequently, in late November, 2003, the Saskatoon Police Service
“stumbled” across Dr. Lew, Dr. Valerie Rao and Dr. Evan Matshes, who
were presenting a seminar in Regina and Saskatoon on child abuse. At a
brief meeting with the doctors, Drs. Lew and Rao suggested that it would

be useful to have detailed close-up photographs of the injuries prepared.

Oddly enough, prior to that time, throughout this entire investigation, no
one seems to have thought of doing that (including the Saskatoon Police

Service).

These detailed photographs were prepared by the University of
Saskatchewan Anatomy Department from the original negatives. In order
to facilitate this, discussions were held with Commission Counsel and the
RCMP during the hearings in early December, at which time the
suggestions by Drs. Lew and Rao were passed on. However, neither the
RCMP nor Commission Counsel appeared to want to arrange for this to
be done themselves and therefore the Saskatoon Police Service, with
their knowledge and permission, did so. Once the photographs were
received, copies were provided to Commission Counsel and Drs. Lew and
Rao and their opinions received. Ultimately, Commission Counsel

decided to call Dr. Lew as a Commission witness.
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While this is a long explanation as to the Saskatoon Police Service’s
reasons for doing what it did, it is respectfully submitted that the bottom
line to the Saskatoon Police Service in doing so was to find out the truth,
whatever it was. While criticisms have been levelled at the Saskatoon
Police Service for taking the steps it did, this overlooks the fact that the
Saskatoon Police Service had committed to pass on all results of the
consultations it made regardless of result. One must wonder whether
the same criticisms would be levelled had the results shown that Gary
Robertson’s conclusions were correct, as opposed to being incorrect.
Indeed if one looks at many of the reports generated by the Issue Team,
or a result of the Issue Team, one must acknowledge the reports and
conclusions were passed on regardless of the fact that some of them
were not particularly complementary to Saskatoon Police Service

procedures and policies, etc.

In summary, it is submitted that the Saskatoon Police Service went out of
its way not to interfere in the RCMP’s criminal investigation. The
Saskatoon Police Service never conducted any criminal investigation of its
own after the matter was referred to the RCMP. All the concerns it had
and all matters it discovered were shared with the RCMP and/or
Commission Counsel, regardless of what party the results “favoured”.
Never at any time did it follow-up on tips received or interview any

witnesses the RCMP had located or interviewed.

The concern of the Saskatoon Police Service, with respect, was to get the
best information before the Commission which would best enable the

Commission to find out the truth, whatever it may be.
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(d) Improvements and Changes made by the Saskatoon Police
Service since 1990, and Recommendations that the
Saskatoon Police Service Submits that the Commissioner

May Wish to Consider

During the course of his evidence, Deputy Chief Wiks, through reports
and testimony, described some of the changes that have been made by
the Saskatoon Police Service since 1990, and some changes which are

planned for the future.

We do not intend to go into detail in this Submission about those but will
simply highlight some of the salient changes, improvements and reports

which document the same.

The most comprehensive report was the audit review conducted in the
early 1990s (Exhibit P-149). Deputy Chief Wiks in his testimony directed
the attention of the Commission to the most significant parts of that (see

testimony of Deputy Chief Wiks commencing on page 6589).



32.

Page 13

Improvements that were made included:

. in the early 1990s the trend to generalization of detectives was
abandoned in favour of retaining specialized units with more

expertise.

. most importantly, more training and better procedures given much

higher emphasis.

. the Deputy Chief himself was involved in the creation of the
suspicious death triangle and training with respect to the same
(Exhibit P-156).

. in addition, various checksheets and review forms were created and
implemented (Exhibits P-157, P-158 and P-159).

. creation of easily portable and accessible policy manuals for field

supervisors (now available on in car computers to all members).

. more recently, the Saskatoon Police Service created a Sudden
Death Review Committee to examine the investigation of every
sudden death before such file can be closed to make sure that a
situation such as the investigation of the death of Neil Stonechild
does not happen again.

. the Saskatoon Police Service has secured more filing storage space.

. the Saskatoon Police Service has recently revised its policy with

respect to retention of notebooks.
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. the Saskatoon Police Service has also implemented a “cold case
squad” in order to attempt to follow-up on old unsolved cases, as

have many other police services.

. the Saskatoon Police Service is currently in the process of installing
global positioning system equipment in all of its patrol cars which will
track movement of the cars and retain the same for future reference

and/or investigations.

. the major crime investigators now work in pairs and investigate all
suspicious deaths. Also, suspicious deaths are treated as murder
investigations until they are proved not to be. Unsolved ones are

retained and classified as murders.

. the Saskatoon Police Service invites the Commission to recommend
that the Province of Saskatchewan consider implementing a Medical
Examiner system to replace the Province of Saskatchewan’s Coroner
system. (see evidence of Dr. Graeme Dowling and Dr. Lew.) In that
respect, the Saskatoon Police Service is attaching a copy of a paper
delivered by Dr. Emma Lew and Dr. Evan Matshes to the
Saskatchewan Association of Chiefs of Police in April of this year
which considers in detail how much a system could, in fact, be

implemented in Saskatchewan, and there estimated costs thereof.?

’The “Confidential” notation can be ignored. This paper is being provided
to the Commission with their specific knowledge and consent.
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Part Il
Conclusion

33. As stated earlier in this Submission, the Saskatoon Police Service
investigation of the death of Neil Stonechild was inadequate, and the
response of the Saskatoon Police Service to the concerns raised by the
family of Neil Stonechild, particularly his mother, Stella Bignell, in 1990,
was also inadequate. For that, Chief Russell Sabo, on behalf of the
Saskatoon Police Service, sincerely apologizes. Mistakes were made.
Mrs. Bignell’s concerns were not properly addressed. The family of Neil
Stonechild, and the community, deserved better. The Saskatoon Police
Service wants to assure the family of Neil Stonechild, and the community,
that the Saskatoon Police Service has learned from its errors, and will do
whatever it can to prevent this from happening again. The Saskatoon
Police Service anxiously awaits any and all comments or
recommendations this Commission will make with respect to its policies
and procedures with a view to improving the service it offers to the

community.

All of which is respectfully submitted.

Dated at the City of Saskatoon, in the Province of Saskatchewan, this 6th
day of May, 2004.

Theresa Dust, Q.C., City Solicitor

Per:

Solicitor for Saskatoon Police
Service
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1. INTRODUCTION

Sudden deaths within the Province of Saskatchewan are investigated by the provincial
coroners office. This organization has an important role — that being to determine the
cause and manner of sudden, unexpected and violent death. Such investigation
represents the practice of a distinct and recognized medical subspecialty called forensic
pathology. Simply speaking, forensic pathology is defined as the application of
knowledge from medicine and pathology to problem solving in the field of law.

At present, medicolegal death investigation is governed by “The Coroners Act, 1999,
which decrees that the responsibility of death investigation falls to regional coroners who
investigate death scenes, determine necessity for autopsy, obtain ancillary investigative
:nformation from witnesses, law enforcement, the medical profession and others, and to
interpret this information so as to formulate the medical diagnoses of cause and manner
of death.

Autopsy services are provided by fee-for-service hospital pathologists in regional health
care facilities.

Two critical flaws exist in Saskatchewan’s current system of death investigation:

1. This is a non-medical coroners system with predominantly non-medically trained
(lay public) investigators.

With the complexity of modern day medicine, and advancement/legitimatization of the
field of forensic pathology, there is international recognition that non-medical death
investigators cannot partake in the unsupervised practice of this medical subspecialty,
as the role demands critical thinking based on advanced medical knowledge, and
forensic data. As such, lay coroners cannot be expected to independently and expertly
interpret complex medical and investigative information — a skill that requires a
medical doctorate, pathology specialty residency training, and subspecialty board
certification in forensic pathology, all combined with extensive experience in the field.

2. There are no forensic pathologists in the entire province.

Although most non-medical people equate ‘hospital pathologist’ with ‘forensic
pathologist’, this is in error. Forensic pathology is a distinct subspecialty of anatomic
pathology that requires additional training (at least one year) and certification via
adjudicated board examination. Most hospital pathologists receive less than two
months of training in forensic pathology. This lack of primary training, coupled with
minimal experience, may lead to the performance of inadequate forensic autopsies.
Furthermore, there is a misconception that forensic pathologists are “murder-
ologists™, and therefore, the relatively low homicide rate in Saskatchewan does not

require such experts. Although forensic pathologists are trained and certified to

Competent Death Investigation Page 5 of 37



4
|
A
i

perform the highly specialized tasks mandated by suspicious death investigations, the
majority of their time is spent investigating natural, accidental and suicidal death.

In contrast to the non-medical approach to death investigation offered by the coroners
system, a medical examiners system of death investigation would offer the services of
board certified expert forensic pathologists who would oversee investigation into each of
the 1600 annual deaths that are of medicolegal significance. These individuals would be
assisted in their role by both full-time (Regina and Saskatoon) and fee-for-service
(periphery) field investigators who would be responsible for acquisition of the type of
investigative data needed by medical examiners to produce accurate diagnoses. All
decision-making responsibility as to scenc investigation, autopsy necessity and the
determination of cause and manner of death will be the responsibility of the forensic

pathologists only.

Contrary to popular belief, Saskatchewan has a high enough caseload to employ at least
four forensic pathologists, and to run a forensic pathology center of excellence. All of
this can be accomplished with a reasonable increase in the annual funding currently
invested in death investigation.

There needs to be recognition on behalf of politicians and members of the public that
medical death investigators play important roles which affect law enforcement, crown
attorneys, and comraunity health and safety, as well-as provide answers to families.
Ultimately, legitimate death investigators should serve to protect the living through
investigation of the dead.

Competent Death Investigation Pape 6 of 37




1. SPECIFIC ISSUES
(a) Coroners

Years ago, society identified the need to investigate the causes of sudden death.
Over time, various mechanisms to accomplish this were developed and utilized
throughout the world, thereby providing family, community, law enforcement and
justice members with answers 10 jmportant questions. Among others, these
include: “what was the cause of death?”, “how did the death occur?”, and “why
did the death happen?”. Although there is minor variation between systems, not
every death is imminently reportable to medicolegal authorities. In

Saskatchewan, a coroner must be contacted inmediately in cases where death":

(a) occurred as a result of an accident or violence or was self-inflicted;
(b) occurred from a cause other than disease or sickness;
(c) occurred as a result of negligence, misconduct or malpractice on the part
of others;
(d) occurred suddenly and unexpectedly when the deceased appeared to be in
good health;
(e) occurred in Saskatchewan under circumstances in which the body is not
available because:
(i) the body or part of the body has been destroyed;
(ii) the body is in a place from which it cannot be recovered; or
(iii) the body cannot be located;
(f) was a stillbirth that occurred without the presence of a duly qualified
medical practitioner;
(g) occurred as a direct or immediate consequence of the deceased being
engaged in employment, an occupation or a business; or
(h) occurred under circumstances that require investigation.

Upon the discovery of a death that falls under the jurisdiction of the coroners
branch, a regional coroner will be assigned to provide investigative services.

(i) Appointment of the Coroner

The Chief Coroner for the Province of Saskatchewan is appointed by the
Lieutenant Governor to perform, in addition to all of the regular duties of a
Coroner (see Section ILa.iii. below), a number of administrative functions
ranging from supervision and training of coroners, to determining the
qualifications of pathologists who provide autopsy service. Coroners are
appointed by the Justice Minister (herein referred to as the Minister) to
investigate death in the manner described by “The Coroners Act, 1999”
(herein referred to as the Act)', and as directed by the chief coroner or

Minister.
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(i) Educational Requirements of the Coroner

Although there is direction under the Act for the chief coroner to “establish
and conduct programs for the instruction of coroners in their duties” (the Act:
11.4.3.d), there are no specific requirements for primary training or
experience in any aspect of medicine or the law for either coroners or the
chief coroner. There is also no mandate, and minimal to no support for
continuing education. In fact, the last two forensic pathology training events
in this province were organized and conducted by individuals who were not
formally associated with the provincial system of death investigation (2001,
2003).

(iii) Coronial Duties

For a detailed understanding of coroners rights and responsibilities, please
refer to Part IV of the Act.’

After being alerted to a death, the coroner undertakes some form of
investigation that may include death scene examination with seizure of
evidence, acquisition of medical and other records relating to the deceased,
and issuance of a warrant to take possession of the body. At any time during
this process, the coroner may issue a warrant for post-mortem examination —
a procedure that is currently performed by fee-for-service pathologists in
regional hospitals (see Section ILb. below). After receipt of autopsy
findings and other ancillary investigative information, the coroner must
determine the cause” and manner” of death, and file a death certificate with
the Department of Vital Statistics (pursuant to the Vital Statistics Act, 1995).
If an autopsy is not performed, the coroner must use his/her collected data to
make the same determination before filing the death certificate.

Throughout the investigation, it is the coroner’s responsibility to
communicate with family members, and ultimately, provide them with
answers to their questions, The importance of these answers to the family
must never be underestimated.

The coroner may choose to hold an inquest to, for example, determine how
or why an individual died, make public the circumstances of a death,
particularly when the death highlights a dangerous practice or condition, or
investigate deaths of inmates/wards of the Minister (prisoners,
children/others in custody/protection of the Province). Recently, regional

]

Cause of death — the disease or injury of any duration that results in anatomic or physiologic changes causing death,

¥ Manner of death - the circumstances under which the he/she met their demise: traditionally viewed as natural,
accidental, suicidal, or homicidal, 1f after appropriate study, the manner cannot be determined, it is appropriate to state
that the manner of death is undetermined.
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lawyers have been inducted into coronial ranks for the purpose of conducting
inguests.

DISCUSSION

“IThe National Association of Medical Examiners ]
contends that all components of forensic pathology fall
under the practice of medicine.””

Sudden death investigation is a multi-agency effort, with cooperation between law
enforcement, medical professionals, various public-service agencies, and forensic
experts. Front-line death investigators functioning as coroners, medical examiners,
physicians, etc., make vital decisions with far-reaching consequences which influence
how death investigation proceedsf As such, the fundamental role played by death
investigators in the administration of justice cannot be overemphasized.' Therefore,
individuals in this role must be properly trained and skilled in the area of medicolegal
death investigation as it is widely agreed that a qualified professional is required to
investigate death.” It is the authors’ and others’ experience®, that many inadequately
trained individuals (e.g. coroners, EMTs, and non-forensically trained physicians)
who come into contact with dead bodies may overstep the limits of their training and
experience, and offer inaccurate forensic interpretations. This can lead to confusion
and may destroy delicate investigations.

According to Dr. L. Adelson, a noted pioneer in this field, the “statutory duty of
[death investigators] is to determine the cause of death as the injury, disease, or the
combination of the two responsible for initiating the trail of physiological
disturbances, brief or prolonged, which produced the fatal termination”.” Dr. J.
Davis, former Chief Medical Examiner of Miami-Dade County elaborates upon this
statement:

Statutory duty is not enough! Our expected role goes beyond the “what” and
extends into the “why”. Should we help explore “why” we are truly serving the
community that pays for our service. It is not enough to say ‘drowning’ and
ignore why it occurred or 10 opine ‘blunt head injury’ and not to question why the
automobile driver lost control®

Competent systems of death investigation operate under basic principles designed to
provide scientifically defensible answers to the above challenge. It has already been
established that medicolegal death investigation constitutes the practice of a distinct
and recognized medical subspecialty called forensic pathology’. In all areas of
medicine, the physician (who is always ultimately responsible for the care of the
patient, living or dead) collects information from his/her own examinations, and from
the supportive investigations of clinical colleagues (whether physician or paraclinical
support staff) to make a diagnosis. In the world of forensic pathology, the
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fundamental diagnoses are those of cause and manner of death — two determinations
that may have profound criminal and civil consequences. Although it is considered
medically, scientifically and legally blasphemous for non-physicians to independently
practice medicine, there is an apparent paradox in Saskatchewan as the majority of
coroners have no formal medical training. Of those physicians who are coroners,
none is a pathologist. In fact, the act forbids the same pathologist to be both coroner
and autopsy pathologist in any one case (the Act: 11.6.a.b.).

Respected forensic pathologist Dr. V. DiMaio has stated that “the coroner system was
developed at a time when the lay public knew as much about the science of medicine
as the physicians practicing it. Times have changed. Medicine has become an
extremely complicated, specialized scientific field.”® Ultimately, if we are to ensure
high quality death investigation services to the public, we must demand that each and
every medicolegal investigator possess the knowledge and training necessitated by
the complexity and seriousness of the work. The National Association of Medical
Examiners states that “only those individuals who possess knowledge of
pathophysiology learned through clinical as well as laboratory medicine are capable
of making medical decisions and diagnosis at a legal standard...the [foremsic
pathologist] must ultimately assume the responsibility for the investigation of deaths
and in particular all aspects relating to the scene, body examination and autopsy under

his/her jurisdiction”.?

“Because there is universal concern regarding liability,
it well behooves any investigating agency to employ a
qualified professional who can conduct a thorough and
competent death investigation.”

Dr. S. Smith writes that “death investigation is not a complicated procedure, but it
requires a tenacious, analytical individual who can look past the morbidity associated
with this task to effectively and accurately evaluate the findings at a death scene.
Quality training is the bedrock on which such a career is based.” Dr. R. Hanzlick, a
noted American forensic pathologist, has identified three levels of training needed by
lay coroners.”” These include (a) administrative functions (law, procedure, etc.); (b)
basic death investigation techniques, along with a common body of knowledge
necessary to conduct competent death investigations; (¢) continuing education/skills
improvement so that lay death investigators may expand “basic minimum competence
and skills”. Unfortunately, as Saskatchewan lacks basic educational requirements and
ongoing training at all of these levels, it is unlikely that our investigators, whether lay
or physician, would be able to conduct themselves with bare minimum competence.
One must consider that having ‘years of experience doing the job’ does not mean that
someone has ever done the job right. Unlike clinical medicine where improper
medical diagnoses/treatment may lead to obvious patient suffering or death, wrong
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diagnoses in forensic pathology are less obvious, and may go permanently
undetected. Misdiagnoses may allow killers to escape detection and continue to kill,
or they may lead to the indictment, prosecution and conviction of innocent
individuals.

g As previously mentioned, one of the key roles of any medicolegal death investigator
is the communication of findings to family members, with the intention of answering
their crucial questions. Unfortunately, the utilization of coroners with little to
nonexistent training, does not support this function. It is doubtful that someone with
such minimal training would be able to properly explain autopsy findings, disease
etiology and pathophysiology, risk of occurrence in other family members, etc.

Death scene investigation is a key component of any sudden, unexpected death.
Unfortunately, “many people believe that if nothing is seen at the death scene to
suggest that a crime has been committed, no investigation is needed. If this careless
line of thinking is followed, the investigation will certainly be approached with the
wrong frame of mind and evidence that could indicate a crime has been committed
will probably be overlooked”® Few situations demonstrate the importance of
qualified death scene investigators with as much seriousness as cases of sudden
unexpected death in infants.""** In this example, the postmortem examination may
provide minimal information in the context of the whole case. An examination of the
scene and careful consideration of medical, social and circumstantial histories along
with autopsy findings, is required to accurately certify cause and manner of death.

It is widely agreed, and aptly stated by Dr. B. Hunt, the retired president of the British
Association of Forensic Medicine that “the necessity for [an autopsy} should be
decided by an experienced and appropriately trained doctor who should also be
responsible for collecting, correlating, and analyzing data, sc that any unusual trends
would be quickly recognized.”"® An autopsy is a thorough, specialized medical
investigation. Just as one does not allow non-physicians to order laboratory,
radiologic, or other tests (which are costly and may be unnecessary), coroners should
not be granted the authority to demand or deny the performance of an autopsy.

Death investigations, when expertly performed by
trained professionals, help to ensure the safety and
health of the population.>*'*'"'?

Financial constraint is Saskatchewan’s perennial theme. As such, one must accept
that like many U.S. regions, non-medical death investigators will continue to play an
important role in the functioning of an updated and enhanced system of death
investigation. However, within the confines of responsible spending, it is possible to
create a radically modified system of expert death investigation. According to
forensic pathologist Dr. J. Luke, “there are medical examiner’s offices all over [the
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United States] where, despite budgetary and other constraints of the most extreme
sort, excellence continues to be achieved. This fact attests, above all else, to
professional standards maintained, over time and in the face of adversity, which is no
easy task. Standards are the key.”"
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I1. SPECIFIC ISSUES

(b) Pathologists

. Autopsy services are currently provided by hospital-based anatomic or general
g pathologists. As previously mentioned, although it is commonly assumed that the

designation ‘pathologist’ and “forensic pathologist’ are interchangeable, this is
incorrect. Most pathology training programs offer two weeks to two months of
training (out of 4/5 years of total training) in forensic pathology, and in most
programs, this training is provided by individuals who themselves have no formal
expertise in the area. Such exposure as a resident is hardly adequate to qualify
someone as an expert in any field, and it is unlikely that rational people would
choose to receive medical care from someone with such limited training in any
area of medicine. Forensic pathologists are individuals who have trained for at
least one year in a high volume forensically-oriented facility, under the guidance
of legitimate forensic pathologists, and in a facility recognized by accrediting
agencies for postgraduate medical education in forensic pathology. One cannot
simply ‘do years and years of autopsies’ to qualify oneself as an expert because
those ‘years and years of autopsies’ may have been performed incompletely or
incorrectly. Forensic pathology cannot be self-taught — forensic pathology is not

carpentry.

Randall et al. provide a useful description of the differences between hospital and
forensic autopsies:

“The non-medicolegal autopsy is an examination performed with the consent
of relatives, a legal guardian, or other individual(s) authorized by law for the
purposes of (1) determining the cause of death, (2) providing correlations
between the clinical diagnoses and symptoms, (3) determining the
effectiveness of therapy, (4) studying the natural course and extent of disease
processes and their modification by therapy, and (5) educating medical
personnel... The medicolegal autopsy is an extension of the hospital
autopsy...[and] may include, but [is] not restricted to: (1) establishing the
cause of death; (2) providing interpretation and correlation of facts and
circumstances related to the death; (3) recovering, identifying, and preserving
evidence obtained during the medicolegal examination; (4) reconstructing
how injury occurred; (5) determining the decedent’s identity; (6) estimating a
range of time since death; {7) providing a factual, objective medical report for
law enforcement and other investigative agencies, the prosecution, and the
defense: and (8) assisting in determining the manner of death by separating
natural deaths without public health concerns from other natural, unnatural, or
suspicious deaths for the purpose of public safety, public health, and for
criminal or civil court investigations.”

Law enforcement and Crown Attorneys have routinely complained of the poor
quality of autopsy service available in Saskatchewan, large proportion of non-
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forensic pathologists performing medicolegal cases, and lack of professional
qualification. Our proposal (see page 21) ensures high quality forensic pathology
is provided by a limited number of individuals, thereby permitting the
development of close working relationships between medical and legal
investigative staff, and the provision of medicolegal services that are of use to the

justice community on the whole.

DISCUSSION

i
i
i
,

«The stakes are too high to play hunches in forensic
pathology.”’

In 1956, Dr. Alan Moritz, one of the pioneers of the forensic pathology field, wrote a
landmark paper entitled “(lassical Mistakes in Forensic Pathology”.?' In this article,
fourteen cardinal errors made by investigators (particularly pathologists) were
identified. Four of these will not be discussed, as they are somewhat operator-
dependent and therefore not relevant to this particular section. The remaining ten

cardinal errors include:

Not being aware of the objective of a medicolegal autopsy.

Perfoerming an incomplete autopsy.

Regarding a mutilated or decomposed body as unsuitable for autopsy.
Nonrecognition or misinterpretation of postmortem changes.

Failure to make an adequate exam and description of external abnormalities.
Not ‘aking adequate photographs of the evidence.

Not exercising good judgment in the taking or handling of specimens for
toxicologic examination.

8. Failure to collect other evidence for identification, trace, etc.

9. Not examining the body at the scene.

10. Substituting intuition for scientifically defensible interpretation.

Nowmbk e

% These ten errors are routinely made in Saskatchewan by coroners and pathologists. It

is therefore troubling that in the fourty-eight years since this article was written,
Saskatchewan has been unable to meet basic standards of practice as readily accepted
by the forensic pathology community. The circumstances that lead to the Stonechild
Inquiry resnlted from cardinal errors 1,2,4,5,6,8,9,and 10.

According to Dr. Derrick Pounder (former Alberta deputy chief medical examiner),
“[the performance of fee for service autopsies] in the absence of enforced standards is
an invitation to bad practice...Requiring that pathologists follow a protacol, and
include detailed negative findings in the report to show that they have done so, is an
approach applied in Austria and Germany since the 19" century.”” In medicolegal
death investigation, demonstrating the absence of injury (pertinént negatives) may be
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as important as the demonstration of obvious injury.”® Currently, there are no
guidelines for Saskatchewan pathologists conducting autopsies, other than the
individual must be approved for service by the chief coroner (the Act: 11.4.3.g).

Dr. Joseph H. Davis believes that most complex death investigations have

circumstance-dependent diagnoses with autopsies playing only a minor or
noncontributory role.

“Unlike [gunshot wounds], whose autopsy pattern is unique to cause of death, the
reactions of human organs and tissues in complex cases are not unique. The
relevance of autopsy findings to cause and manner may be coincidental rather
than indicative... The potential for misinterpretation is great when we rely mainly
upon the standard tool associated with the practice of pathology — the
autopsy...Medical examiner opinions are correct in the majority of cases. They
are because most cases are self-solving: auto crashes, homicides, suicides, and so
forth. The pathologist’s role is more perfunctory than critical. If we passively
accept what is proffered by investigators plus what is revealed by autopsy,
continued success with simple cases may lull us into a lack of recognition of
diagnostic traps in complex situations.”

Unfortunately, our pathologists function only as autopsy service providers and as
such, there is very much an attitude of ‘do the autopsy first, and tell us what we need
to go and find out later’. This archaic investigative style is frightening: a fact well
illustrated by the discussion of SIDS-type death where investigators frequently use
‘negative’ autopsies to negate the necessity of further investigation. -

The term SIDS (sudden infant death syndrome) was coined several years ago to
describe the occurrence of sudden death in apparently normal infants, usnally six
weeks to six months of age, in which thorough examination of
circumstantial/historical findings (including the scene, medical and social histories,
etc.) and complete autopsy, fail to reveal a cause of death. Although the term SIDS is
falling out of favor with some forensic pathologist323, its continued use has been
approved by some of the modern scientific literature® given that detailed
consideration has been given to both autopsy and non-autopsy data. In
Saskatchewan, hospital pathologists are producing reports labeling cause of infant
death as ‘SIDS’. This is not only unfortunate, but against international standards, as
local pathologists (who are not privy to scene investigation and detailed
circumstantial data necessary to deem a death due to SIDS) cannot and should not
diagnose SIDS in the morgue. SIDS is NOT a diagnosis made by autopsy alone.

In the 2003 report of the Provincial Children’s Advocate, there is a recommendation
(CDR.61(99); see appendix) that autopsies performed on children be done by
“pathologists with expertise in pediatric pathology”fs This recommendation, which
originated with the College of Physicians and Surgeons of Saskatchewan, is not
adequate. Forensic pathologists are trained to investigate all cases of sudden death,
including those of children. Unlike pediatric pathologists, whose specific training is
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Competent Death Investigation

focused on the pathological evaluation of disease (especially tumor pathology),
forensic pathologists evaluate all evidence of injury and disease from the perspective
of the law. This is a skill unique to the trained forensic pathologist. We believe that a
more accurate recommendation should read “the Government of Saskatchewan must
ensure that postmortem examinations of children dying suddenly and unexpectedly
and of unnatural causes, be performed by forensic pathologists™.

The 2003 Children’s Advocate Report also made the important and well-structured
recommendation “that the government develop a model to ensure all child deaths are
reviewed by “an educated eye™® We believe that fundamental to this
recommendation is the utilization of properly trained and credentialed experts in
forensic pathology throughout all stages of investigation and child death review.
Forensic pathologists are the only individuals who possess Jegitimate expertise in

medicolegal death investigation.

There is a province-wide misconception that forensic pathologists are ‘murder-
ologists’, and therefore, because of the low rate of homicides, there is no need for
even one forensic pathologist. This perception is distorted as the majority of medical
examiner or coroner’s cases are deaths caused by natural, accidental or suicidal

means.

It has also been mentioned that Saskatchewan performs autopsies on 00 few bodies
in one year to require a forensic pathologist. According to current chief coroner, Dr.
John Nyssen, Saskatchewan coroners investigate an average of 1600 sudden deaths
each year, and of these, approximately sixty percent are autopsied. This means that
nearly 1000 medicolegal (forensic) autopsies are performed annually. According to
the standards for accreditation by the National Association of Medical Examiners, no
individual forensic pathologist should be required to perform more than 250 autopsies
each year Given this guideline, Saskatchewan requires at least four qualified

forensic pathologists.

The overall societal benefit of employing qualified forensic pathologists should not
be limited to the area of death investigation. Forensic pathologists are in the unique
position of being the only physicians specifically trained to examine, document and
interpret injuries.™** Therefore, they play a key part in the evaluation (but typically
not the treatment) of living patients with injuries that are of interest to the legal
community (e.g., sexual battery, beatings, gunshot wounds, etc.).
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11. SPECIFIC ISSUES

{(c) Institotional

As previously mentioned, the autopsy service component of Saskatchewan’s
current system of death investigation is based out of several regional hospitals.
Key components of the various mandatory technical services exist at most of
these institutions, and are provided and funded by the health care system.

Services provided by local hospitals include:

(i} pathologists (autopsy service)

(i)  physical space (body storage unit and autopsy suite)
(iii) morgue attendants

(iv)  autopsy supplies

(v) radiography

(vi) histology

(vii) secretarial services

(viii) security services

(ix) hospital admitting services

(i) Pathologist services

Issues specifically related to the quality of autopsy service provided by
pathologists are outlined above (see ILb). _

Pathologists in Saskatchewan are reimbursed for providing medicolegal
autopsy services on a fee-for-service basis. These fees range from $500 for
‘standard autopsies’, t0 $665 for decomposed bodies, to $1000 for
homicides. It must be recognized that this service is being performed by
hospital pathologists during their salaried time. In Saskatchewan, the typical
salary for such pathologists is $220,000 ($110 per hour [based on 250 work
days per year, and eight hours of work per dayl). 1f one assumes that
completion of a ‘standard autopsy’ requires five hours of pathologist time
(two hours for autopsy, and three hours of administrative fime [dictation and
review of reports, organization of photographs/diagrams, review of
microscopic slides, communication with coroners and others], this is at a cost
to the health care system of at least $550 per autopsy. Complicated cases
such as child death and homicides require at least two to three times as much
time dedication, with cOSts therefore ranging from $1100 to $1650 per

autopsy.

IMPORTANT NOTE: The Saskatoon Health Region (SHR) Department of
Laboratory Medicine, under the direction of Dr. Bruce Murray, has recently
determined that SHR pathologists who perform autopsies for coroners will be
entering into a contractual relationship with the attorney general. Therefore,

Competent Death Investigation Page 17 of 37




SHR will not be legally responsible for repercussions that may result from
such a contract.

(i) Physical space

None of the mortuaries maintained by the various health regions, meets the
standards of accreditation of the National Association of Medical Examiners
(NAME; see Appendix). However, maintenance of current facilities in
‘working order’ requires constant financial investment by health regions.
This includes operation of refrigeration units (three in Saskatoon alone), and
maintenance of the autopsy area. The expense is considerable as proper
cleaning supplies alone cost hundreds or thousands of dollars per year.
Furthermore, when hardware or physical structures break down or become
inadequate, the cost falls upon the hospital or individual department of
pathology. The cost of repair of refrigeration units, body moving devices,
suction, etc., can be inordinately high. .

Safety in the workplace must not be compromised. The performance of
autopsies carries with it many inherent risks of infection with blood, airborne
and other pathogens. Any facility that conducts autopsies must therefore
ensure adequate ventilation, thorough cleaning, proper storage of specimens
(including ventilation of formalin fumes), etc. The health and safety of
pathologists and support staff is of primary concern in the investigation of
any death.

(iii) Morgue attendants

Each region that offers medicolegal autopsy services also provides salaried
morgue attendants whose role is to maintain the facility in useable, clean
condition, to stock supplies, and to assist with the autopsy as directed by the
hospital pathologist (for a review of the NAME standards on the use of
autopsy assistants in forensic pathology, please see the Appendix). In
addition to these roles, morgue attendants are also frequently ‘on-call’ to
allow for ‘emergency autopsy service’, and for body viewing by family
members. In addition to their annual salary of $30,000 to $40,000, on-call
wages can be a significant cost to the system. In Saskatoon, there is 2.5 FTE
morgue attendant service covered by the SHR across the three hospital sites.

(iv) Autopsy supplies

A plethora of technical and support supplies are mandated by the
performance of medicolegal autopsies. Presently, these are purchased and
maintained by the hospital providing autopsy service. Such supplies include,

el
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but are not limited to knives, scissors, other dissecting equipment, electric
autopsy saws, specimen containers for toxicology, formalin, containers for
organ/specimen storage, towels, rags, body bags, etc.

(v) Radiography

Plain film X-ray imaging is an important (and frequently underutilized)
component of death investigation. In Saskatchewan, portable hospital X-ray
equipment is used to create images from bodies in the morgue. The purchase
and maintenance of this equipment is the responsibility of the hospital, as are
the supplies necessary to obtain the image (film) and process it (processing
equipment, chemicals, etc.).

Of major concern is the use of hospital X-ray technicians in the provision of
this service. There is a recognized shortage of qualified technologists
working within the districts. Autopsy radiography is frequently viewed as a
burden because proper imaging may take up to an hour or more (depending
on the complexity and demands of a particular case). In addition to the

+ salary paid to the technologists, the SEIU contract affords these individuals a
$50 stipend for ‘assistance with an autopsy’, as this is a task beyond the
normal expectation of their work.

Historically, the Academic Head of Medical Imaging has been allocated the
postmortern images for review. This is appropriate, as this person has tended
to be an experienced radiologist with a strong academic background.
However, forensic radiology experience and training are not a normal part of
the imaging residency experience, and it is left to the radiologist in question
to develop the knowledge base and experience to interpret autopsy imaging.
The process of X-ray interpretation, report creation, and self-education are
very time consuming. This additional cost (potentially thousands of dollars
per radiographed autopsy) is currently the responsibility of the individual

heaith district.

(vi) Histology

Tissue retained from autopsy for microscopic examination must be trimmed,
processed and prepared on glass slides by hospital technicians. At present,
hospital-based histotechnologists prepare materials for microscopic
examination. Special stains and immunohistochemistry are also provided at
markedly increased cost to the system (as high as $50 per slide}. Ten or
more H&E slides are generally produced in each autopsy.
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(vii) Secretarial support

Transcriptionists, and other secretarial support staff are an invaluable part of
the provision of medicolegal autopsy services. Again, the cost of
maintaining secretarial support to produce pathologists’ reports, is covered
by the hospital, as is the cost of printing and distributing reports to
responsible agencies.

(viii) Security services
After hours access to the morgue for body delivery personnel and law
enforcement, is provided by hospital security. These individuals can spend
much time waiting for, and providing assistance when bodies are delivered or

removed from hospital property.

(ix) Admitting services :
In most Saskatchewan hospitals, bodies are registered with, and tracked by
admitting officers.

IMPORTANT NOTE: The Department of Laboratory Medicine at Saskatoon
Health Region has estimated that the administrative and technical costs of
conducting autopsies (not including radiology services or pathologist salaried
time) is approximately $600 per autopsy. In return for the provision of these
services, the Justice Department provides health regions with a stipend of only
$20 per autopsy.
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IIL. A SOLUTION

The following series of recommendations have been developed in an effort to
improve the quality of death investigative services in the Province of
Saskatchewan. Although if represents sweeping reform, this proposal is intended

»

to establish a system that works within the justice milieu unique to this Province.

Fundamental to our recommendations is the creation of a Medical Examiner’s Act,
and subsequent hiring of legitimate experts in forensic pathology to carry out the
bylaws of such an act. Although it may seem logical to ‘solve all of Saskatchewan’s
medicolegal woes by hiring a forensic pathologist’, this is limited, and inadequate as
Saskatchewan’s difficulties originate at the most basic level of death investigation
administration. The components of a successful system of death investigation are
multiple, and include the intrinsic authority of the office, access to high quality
forensic pathology services, and quality front-line death investigators as defined by
the medical examiner law. ¥

Forensic pathology services would be based out of unique facilities in both Regina
and Saskatoon, allowing for division of death investigation north and south of
Davidson (an arbitrary mid-point between the two major cities). Deaths occurring
outside of Saskatoon and Regina will be initially investigated by field investigators.
This role is designed to replace that of the current coroner by providing scene
investigation, and evidence/information collection (including digital photography of
the scene with electronic transfer to the medical examiner). However, unlike the
current system that allows significant authority to fall upon non-medical individuals,
investigators will be responsible only for data collection (investigation) with rapid
relay of this data to the medical examiner. This physician is then responsible for
determination of jurisdiction, as well as clarification of what further medical
examiner involvement is necessary (forensic pathologist scene review, transport of
the body to the city, autopsy, etc.). Only the medical examiner will have the
authority to direct investigations, determine the need for autopsy, and to make
conclusions about cause and manner of death. Medical examiners are also available
for courtroom testimony and participation on local/provincial committees as
necessary to best provide expert service to the population they serve.

(a) Medical Examiner Jurisdiction

In any of the circumstances outlined below (within the jurisdiction of the Medical
Examiner's Act), the medical examiner shall perform examinations, investigations
and autopsies as he or she shall deem necessary t0 determine the cause and

manner of death, to determine identity, or {0 collect forensic evidence.
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1. When any person dies in the province:

Of criminal violence

By accident

By suicide

Suddenly, when in apparent good health

Unattended by a licensed medical doctor

In any prison or penal institution

In police custody

In any suspicious or unusual circumstance

By criminal abortion

By poison

By suspected disease constituting a threat to public health
By disease, injury, or toxic agent resulting from employment

- R G TR0 QO O P

9 When a body is brought into the province without proper medical
certification.

3. When a body is to be cremated or donated to the Department of Anatomy and
Cell Biology at the College of Medicine (University of Saskatchewan).

(b)Recommendations
1. Abolish the “Coroners Act, 1999,
9. Create the “Medical Examiner’s Act”.

The following represent fundamental changes mandated by the Medical
Examiner’s Act:

i. Chief Medical Examiner

This individual would be appointed by the Minister to serve in the
capacity of a medical examiner, and as administrator of the provincial
system of death investigation. The individual must be a physician (MD or
foreign equivalent), meet the legal requirements to practice
mediciae/pathology in the Province of Saskatchewan, be board certified in
anatomical or general pathology, and be board certified (American Board
of Pathology, Royal College of Physicians and Surgeons of Canada, or
British equivalent) in forensic pathology.

ii. Deputy Chief Medical Examiner
This individual is to be appointed by the chief medical examiner to serve
in the capacity of medical examiner, and as administrator of the provincial

a
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system of death investigation as directed by the chief medical examiner.
The individual must be a physician (MD or foreign equivalent), meet the
Jegal requirements to practice medicine/pathology in the Province of
Saskatchewan, be board certified in anatomical or general pathology, and
be board certified (American Board of Pathology, Royal College of
Physicians and Surgeons of Canada, or British equivalent) in forensic
pathology.

iii. Medical Examiner
This individual is to be appointed by the chief medical examiner. Their
function is to investigate death as mandated by the Medical Examiner’s
Act, including attendance at death scenes (when requested by law
enforcement or other agencies, or when felt appropriate by the respective
medical examiner or the chief/deputy chief); perform postmortem
examinations on those bodies falling under the jurisdiction of the Medical
Examiner’s Act, to provide testimony as an expert witness in the area of
forensic pathology, and to serve as a representative to any
committees/boards/hearings related to the areas of justice, public health,
medicine etc., in which the participation of a medical examiner is in the
best interest of the public (subject to sanction by the chief medical
examiner or the Minister). The mandate for teaching is to be determined
by the chief medical examiner. The individual must be a physician (MD
or foreign equivalent), must be board certified in anatomical or. general
pathology, and be board certified (American Board of Pathology, Royal
College of Physicians and Surgeons of Canada, or British equivalent) in
forensic pathology.

iv. Field Investigator
Current coroners who wish to retain a role within the death investigation
system would be welcome to function in the capacity of field investigator,
at the discretion of the chief medical examiner, and subject to periodic
review and re-assessment. Individuals in this position will bear the
responsibility of routine death scene investigation, photography of the
body and related evidence at the scene, and collection of investigative
information (medical records, witness interviews, law enforcement data,
etc.). Information is then immediately forwarded to the on-call medical
examiner who is responsible for determining jurisdiction and necessity for
further investigation (including further death scene review), transport of
the body into the medical examiner department, and autopsy.
Investigators will be paid a per-case fee of $200 (twice that currently
provided under the Coroners Act, 1999). Prior to working as a field
investigator, each individual undertake training (with examination) in
medicolegal death investigation, to be provided by the chief medical

examiner and his/her staff.
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Full-time senior field investigators will be hired for both Regina and
Saskatoon allowing for consistent investigative quality in the largest cities,
as well as coordination of all incoming investigative information from
field investigators in the periphery. On a rotational basis, full-time
investigators will also serve to provide supervisory duties in the autopsy
suite for support staff (morgue attendants, others).

3. Create Medical Examiner’s Facilities.

Function of a system of expert death investigation requires modern facilities.
Due to the province’s large size, it is not practical to create one facility that
would serve the entire population. As cases currently falling under the
jurisdiction of the Coroners Act, 1999 are roughly equally divided between
the northern and southern halves of the province, it is reasonable to create
facilities in both Saskatoon and Regina.

As part of the mandate of any medical examiner department is to provide for
service, education and related research that is of value to the legal and medical
communities, the general public, and the field of forensic pathology, it is
reasonable to create a larger and more administratively/academically-oriented
office in Saskatoon where professionals and trainees at the University of
Saskatchewan can play an active role in furthering these goals. A smaller
office would be strategically created in Regina.

Office features in common
Both Saskatoon and Regina medical examiner offices must have the
following features:

« offices for professional and support staff

« autopsy suite with capacity for 3 dissection stations

» body storage area with capacity for 30 bodies

« body receiving/processing area

« digital X-ray equipment

» digital photography capabilities

« computer network capable of linking Saskatoon and Regina offices

» meeting area for case conferences with in-house staff, law

enforcement, attorneys, etc.
« family ‘viewing’/conference room
o staff room (lounge, lunch area)

Office features unique to Saskatoon location
» central records storage area
« transcription (centralized through digital dictation technology)
« forensic photography division
« forensic osteologic/anthropologic laboratory
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« classroom (capacity greater than or equal to 100 people; NOTE this
is not necessary if this facility is located on the University of
Saskatchewan campus)

4. Staff the Medical Examiner’'s system with a complement of qualified
individuals.

« Chief Medical Examiner (one); Jocated in Saskatoon

o+ Deputy Chief Medical Examiner (one); located in either Regina or
Saskatoon; as determined by the Chief Medical Examiner

« Medical Examiner (two); located in either Regina or Saskatoon; as
determined by the Chief Medical Examiner and the Minister

« Senior (Full Time) Field Investigators (six); 3 FTE in both Regina and
Saskatoon

« Forensic Technicians (four); 2 FTE in both Regina and Saskatoon

« Forensic Photographer (one); 1 FIE in Saskatoon; Regina photographic
services to be provided by Forensic Technicians or Medical Examiners

« Forensic Radiology Technologist (one); 0.5 FTE in both Regina and
Saskatoon .

« Administrator (one); 1 FTE in Saskatoon

« Transcription/Reception (one); 1 FTE in Saskatoon

» Receptionist (two); 1 FTE in both Regina and Saskatoon

« Records Technician (one); 1 FTE in Saskatoon

5. Establish a clear training mandate

Each member of the medical staff (ail medical examiners) will be required to
further their education by obtaining continuing medical education (CME)
credits as mandated by provincial/national licensing/accreditation bodies. The
medical examiners will also have the mandate to ensure appropriate training is
given to all field investigators, and that annual continuing educational
opportunities be afforded to these individuals. Primary training in the forensic
medical sciences is to be considered mandatory for all investigative staff.
Failure to obtain/maintain qualifications in this area may lead to termination at
the discretion of the chief medical examiner or Minister.

6. Ensure access to subspecialty services

The following services will be provided, decreasing the need for out-of-
province consultations:

» Toxicology — as currently provided by the Provincia) lab (Regina) and/or
RCMP iab
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« Forensic pediatric autopsies - to be carried out by board certified forensic
pathologists only. All pediatric autopsies within the medical examiners
jurisdiction will be performed at the Saskatoon location only.

« Forensic osteology/anthropology — to be provided on a consultation basis
from existing University of Saskatchewan resources.

« Forensic dentistry/odontology — relationship with qualified individual to
be established.

« Medical specialty consults — neuropathology and other subspecialty areas
of pathology will be consulted when appropriate, making use of existing
expertise in Saskatchewan.

7. Promote collaboration with outside agencies

Death investigation is always a collaborative process and many public service
groups would greatly benefit from the participation of qualified forensic
pathologists. An excellent example is the office of the Children’s Advocate,
where medical examiners could contribute forensic expertise.

8. Public inquest/inquiry

The optiou of public inquest or inquiry into death is important. The medical
examiner department will be independent of this process. It is expected that a
certain aumber of cases will receive requests for public inquiry. We suggest
that the government appoint a four member panel of individuals (a member of
the FSIN, a medical doctor, a lawyer, and a representative of the general
public) to review the validity of individual requests. If inquiry is deemed
appropriate by this committee, a request should be made to the Justice

.

department who will determine the parameters of such a public hearing.
9. Ensure programs for quality control/assurance are created and utilized

The quality and accuracy of any medical examiner department must be
routinely verified through internal and external review. As part of this
process, this office must strive towards and obtain accreditation from
recognized agencies in the field, specifically, the National Association of
Medical Examiners (NAME).
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10. Ensure proper documentation and certification of death province-wide

Cases falling under the medical examiner’s jurisdiction will be similar to
those outlined by the Coroners Act, 1999. Additionally, all bodies scheduled
for cremation, shipment out of province, or for donation to science, must first
have a valid, physician-signed death certification submitted for medical
examiner review. This allows for the medical examiner to more adequately
review deaths, and to question certification that is inadequate or inappropriate.
Other jurisdictions have shown this to be a valuable way to identify delayed
deaths due to accident, suicide and even homicide.

Logistically and financially, it is not possible to transport all apparent natural
deaths falling under medical examiner jurisdiction into Saskatoon or Regina.
Field investigators will attend death scenes, take photographs, examine the
body and obtain investigative information. This data will be relayed via
telephone and internet to the on-call medical examiner, who will determine
whether it is necessary to transport the body to the medical examiner
department. Detailed scene and body photographs will be used by the medical
examiner to classify such non-suspicious apparent natural deaths that occur in
remote areas. Optimally, all medical examiner cases would be physically
examined by the medical examiner. This provides a satisfactory COMpromise
to accommodate the vast territory but limited financial resources of the
province.

11. Ensure public records access 0 families and their representatives

Medical examiners documents and work products are public record except for
cases under active investigation by law enforcement, such as homicides.
Family members have ready access {0 the medical examiner department,
including the files of the decedent (except of cases as specified above). The
medical examiner will be available to answer specific questions.

12. First Nations communities

The medical examiners department will recognize the unigue cultural
considerations of First Nations Peoples surrounding death. It will be ensured
that one of the three senior investigators in each of Regina and Saskatoon will
also function as a liaison with First Nations communities.

{c) Budget

The following budget has been prepared for consideration of typical annual
expenses ONLY . It does not include infrastructural or capital costs (e.g. building
of a Medical Examiner Facility, X-ray equipment, furniture, primary technology,
etc.), nor does it cover unexpected costs associated with such events as mass
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disaster. It does not include benefits associated with salaries. Furthermore, it is
assumed that costs of general building and ground maintenance, upkeep and
function are to be covered separately. As such, the cost of electricity, water, gas,
etc. has not been included in this budget.

The following assumptions are made:

- Medical Examiner Department opens 2008-2010

- Average number of medical examiner’s cases (including both autopsied and
non-autopsied bodies) is 1600 per year

- Average number of autopsied bodies is 1000 per year

i. Salaries
i.a. Chief Medical Examiner
$290,000 (including $5000 educational benefit)
One position
TOTAL - $290,000

i.b. Deputy Chief Medical Examiner
$270,000 (including $5000 educational benefit)
One position
TOTAL -~ $270,000

i.c. Medical Examiner
$260,000 (including $5000 educational benefit)
Two positions
TOTAL — $520,000

i.d. Full-Time Field Investigators
$55,000 (range: $40,000 - $55,000)
Six positions
TOTAL - $330,000

i.e. Full Time Forensic Technicians
$40,000 (range: $35,000 - $40,000)
Four positions
TOTAL. -~ $160,000

i.f. Forensic Photographer
$45.000 (Range: $35,000 - $45,000)
One position
TOTAL - $45,000

1.g. Forensic Radiology Technologist
$50,000 (Range: $45,000 - $50,000)
Two 0.5 FTE positions
TOTAL - $50,000
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1.h. Administrator
$60,000 (Range: $50,000 - $60,000)
One position
TOTAL - $60,000

1.i. Transcription (Clerk Steno 1)
$35,000
One position
TOTAL - $35,000

1.j. Receptionist
$35,000
Two positions
TOTAL - $70,000

1.k. Records Technician
$35,000
One position
TOTAL - $35,000

SALARY SUBTOTAL: $1.865 million

ii. Operating Expenses

ii.a. Body transportation
TOTAL ~ $300,000 (estimated)

ji.b. Autopsy-associated (technical) costs
Dissecting blades, cleaning supplies, gloves, laundry, etc.
$200 per autopsy
TOTAL - $200,000

ji.c. Field investigator stipend
For investigators not based in either Regina or Saskatoon.
Approximately 1000" cases per year
Rate of $200 per case
TOTAL - $200,000

¥ Note that a figure of 1000 investigations was used instead of 1600, This value is a liberal estimate of the number of
cases that would be primarily investigated by field investigators in the periphery. As such, it is assumed that
approximately 600 cases would be primarily investigated by salaried senior field investigators in either Regina or
Saskatoon
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ii.d. Histology
Service to be provided on a contractual basis by Saskatoon and Regina
Health Districts
TOTAL ~ $50,000 (estimated)

ii.e. Maintenance of records
Color digital photo printing, CD archiving, etc.
Approximately $10.00 per case (1600 medical examiners cases per year)
TOTAL — $16,000

ii.f. General office operational expenses
Estimated cost for both Regina and Saskatoon offices

TOTAL — $75,000

ii.z. Technology support, upgrade and maintenance
Digital cameras for investigators, computer equipment, network
equipment and SErvers)
TOTAL - $50,000

ii.h. Continuing educational objectives
For field investigators and medical examiners
TOTAL — $50,000

ji.i. Library acquisitions/research
Books, journals, electronic resources
Minimal funding for in-house research
TOTAL - $29,000

ji.j. Scene vehicles
Primarily for use by senior field investigators
Two cars, one for each of Regina and Saskatooon offices
$1500 per month per car (including lease, license, insurance, fuel)
TOTAL — $72,000 (estimated)

OPERATIONAL SUBTOTAL: $1.033 million

ii. Income from outside sources (estimates)

+ Teaching (courses to outside agencies) = $10,000+

» Case consultation (defense attorneys, outside agencies, etc). = $5,000
« Court testimony on civil cases = $5,000

« Documentation for insurance and other agencies = 35,000

» Forensic photography service work = $20,000

TOTAL — $45,000

o
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iv. Indirect savings to the justice system

« Court testimony of pathologists and investigators is covered within their
salaries (time only, exclusive of travel expenses)

« Marked decrease in the number of hours wasted by law enforcement
investigating cases in which the current system of death investigation is
unable to provide confident answers

« Much less likelihood of costly public/judicial inquiry (e.g. the Neil
Stonechild Inquiry which is likely to cost three or more million dollars)

TOTAL ~ $Millions

v. Estimable costs of current death investigative system on Saskatchewan
health care

v.i. Pathologist time
See data on page 17
Currently average 960 autopsies per year
Cost of pathologist salaried time to the health care sector: $550 per
‘standard autopsy’; $1650 per ‘complex autopsy’
Estimating 700 standard, and 260 complex antopsies per year
TOTAL - $814,000

v.ii. Administrative and technical support of autopsy service”

Cost per autopsy is $600
Assuming this is the average cost province-wide, at 960 autopsies per

year
TOTAL - $576,000

v.iii. Department of medical imaging expenses
Cost of technologist time to acquire postmortem images and radiologist
time to interpret images
TOTAL — $50,000 (estimated)

TOTAL ESTIMABLE COST OF CURRENT CORONERS SYSTEM ON
THE HEALTH CARE SYSTEM: $1.44 million

¥ Figure provided by Dr. Bruce Mummay (Head of Laboratory Medicine, Saskatoon Health Region) This does not
include pathologists’ time. Rather, it includes the cost of autopsy technicians. secretarial suppori, morgue maintenance,
ete
>
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Budget Summary

Medical Examiner Coroner

Budget $2.898M Budget $1.332M
Cost to Health | $1.440M
Care

Total $2.898M Total $2.772M

Difference between cost of Medical Examiner and Coroners systems: $0.126M

(d) Implementation

It would be inappropriate to implement a medical examiners system in a
piecemeal fashion. Without underlying infrastructure, trained personnel, and
proper facilities, a few individuals cannot be expected to fulfill the function of the
medical examiner department. As such, we recommend the following:

1. Create a medical examiners commission (which includes the authors of this
proposal) to oversee the creation of the medical examiner department.

2. Hire an administrative coorcinator to put into action those directives and plans
of the commission.

3, With the departure of the current chief coroner:
a. Appoint an interim chief coroner as directed by the Coroners Act, 1999.
b. Appoint Dr. Emma Lew as consuitative chief coroner
i. This is a volunteer (unpaid) position
ii. The purpose of this position is to facilitate the transition between the
coroners and medical examiners systems
c. Appoint Dr. Evan Matshes as consultative coroner
i. This is a volunteer (unpaid) position
ii. The purpose of this position is to facilitate/coordinate training for
current coroners and future field investigators and to facilitate the
transition between the coroners and medical examiners systems

4. Establish a training mandate and budget for current coroners to begin the
transition process.

Competent Death Investigation Page 32 of 37




IV. CONCLUSION

The investigation of sudden, unexpected and violent death is a serious matter to law
enforcement, family members, and society. When the system fails, cause and manner of
death remain unexplained, crimes may go unrecognized and/or unpunished, family
members have important questions that go unanswered, and there is no opportunity to
recognize and avert preventable deaths.

Qualified forensic pathologists with a well-trained support staff are essential in
establishing an efficient, comprehensive system of death investigation. Although this
requires a significant financial investment, the long-term cost-savings, along with overall
benefit to law enforcement, the field of medicine, and family members, far surpass the
dollar figure attached to this proposal. Death investigation has suffered for long enough
in Saskatchewan. It is time for a change.
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10.

11.

12.

SUMMARY
Death investigation requires medical supervision or overview.

Forensic pathology is a distinct and recognized subspecialty within the practice of
medicine.

Individuals who are not qualified to practice medicine, and who are not trained as
forensic pathologists should not be granted the authority to investigate deaths given to
non-medical coroners under “The Coroners Act, 1999”,

Only certified forensic pathologists should provide forensic pathology Service.

With 1600 annual cases of forensic interest, and nearly 1000 forensic autopsies,
Saskatchewan is busy enough to require at Jeast four certified forensic pathologists.

The creation of a medical examiners system of death investigation with establishment
of rigid standards of practice and training requirements for all forensic pathologists
and field investigators is possible within the realm of responsible governmental
spending.

Two medical examiners offices would be created, one in each of Regina and
Saskatoon.

All medicolegal autopsies would be performed at these locations by certified forensic
pathologists {medical examiners) only. All forensic pediatric autopsies would be
performed in Saskatoon, as would all examinations of badly decomposed, burned or
skeletonized human remains.

Subject to rigid training and approval by the chief medical examiner, current coroners
would be offered positions as field investigators. Their role would be to attend non-
suspicious/non-homicidal death in peripheral areas, collect data, take photographs,
and communicate with the medical examiner who is the decision maker.

Forensic pathologists (medical examiners) would always be available for attendance
at death scenes as requested by law enforcement.

Forensic pathologists (medical exam:ners) will contribute to committees, groups,
meetings, etc. where forensic pathology expertise is of value to society, law,
medicine, efc.

Inquests/public inquiries inio death are important. However, this function must occur
independent of the medical examiner department. A committee of individuals
appointed by the government will review those cases with public or governmental
request for review, and will recommend to the Justice department which cases will be
submitted for public inquiry.

B
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VII. APPENDIX

1. The Coroners Act, 1999
. National Association of Medical Examiners (NAME) Accreditation Checklist
3. NAME Guidelines for the Utilization of Pathology Assistants in Medical Examiners
Offices
4. Pediatric autopsy recommendation from the Saskatchewan Children’s Advocate
Office [CDR.61(99)]
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CHAPTER C-38.01
An Act rospecting Coroners
PART §
Short Tltle, Interpretation nod Purpose

Short titla

1 This Azt may hacited an The Caroners Act, 1959
Enterprotasion

2 lathis Act:

(a1 *“ehlef corpnar” meann the Chief Comonsr far Saskatchewan appioiniad
by the Lisutenant Governor in Counci] purnuent i swction 4;

(b} “coroner” mesns a roronet appointed by tha miniater § 2 to
neclion 5

(e} “death” includes A atiflhirth within the meaning of The Vitnd Siatiatica
Acl, 1985,

M} “minlater™ means the her of the B! fve Counecit ta whom for the
time being 1he ad ion of this Act is d

ta) “affencc” means sn offence pursuant i the Criminal Code:
{} “aponse”™ mcana:
4y the wifo or hushand of the deceased: ot

@i} apersonwith whom tiis decensed cohahited 20 spouses immedintely
before his or her death:

{A) continupualy for a period of pot Trex than one yenr: or

(B} in arelabonskip of some permanence, if thoy are the parenta
of achilit.

£90, e 0ABR) 42

Fuorposs
3 The purposs of this Act s fo tncilitnia o coroner sysiem that:

(1} proviles for indepondent and imparilal investigationn info. and public
innuosts reapacting. thoelrcumetances aury b prcted, aler
unexplained deathe:

) &etermines the identity of n dsconssd person and how, when, whera and
by what manns that parson disd:

6} uncovers dangrrous practices or conditicna that may land to death;

i

o. £-38.401 CORONERS

(d) =dueates the publicrespeeting d {cee and sondiions: and

{s) publicizes, and malntaina recorda of and the circumstancas surrounding.
enunes of dpath.

1006, e 00 01, 63,

PART 1§
Caroners

Chisf coronat
&1y Tho Lisutonsnt Quveenor in Coupeil may sppoint n Chisl Cemner for
Senkatchewnn who is responeibls for the ad of this Azt and the

regulations,

0 Where the offies of chisf coroner in varant or the thisf coroner is unshle by
reason ef iliness, ahasnca or other caliss LocasTy out his or her duties, the minister
may designate s coroner foact a2 8 chiel coraner until the chisf eorener 12 nbloto
reaums his or her duties er until n new chiel coroner is appainted.

) ‘The chisf coroner has all of tho pawern of a coroner and. in additian, has the
powst o

{3 administer {his Act and the rrgulationn:

() superviss, direct and pontrul sll coraners in tha perfarmancs af shair
dutlen;

&) nsaign the reaponaibitity do inveatignin & dnnth or a category of deatbs e
acoroner;

) establish and conduct programe far the instruction of coranera in thetr
duties;

{e} prepars, publish and distribute o eoda of ethics for coraners;
() ssaist eoronere in ohinining medizal and other sxparts whars nacesaary.
{g) detsrmina tho qualifications for pathologista for the purposes of this Act:

(hy bring the findings and recs d of snd Juriss to the
tiention of the approprints minist P agencies cr departments of
govarnment;

) issus public reporta;

G) surpend eomnats wheera thay &1 anehle ta act or for raues; snd

&) perform any other dutirs thnl may be prescribed in the regulations.
1009, e CIE DY a4

Caronars
B Tha minister may sppolnt ene or more patsans ho coronars.
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CONONERS oG8

Caronus ey b dlagualified or re-sasigred
61} Acorener ia disqualified from conducting an investigation or inquedt wheze:

(n) the coronsr has ded on the d A ne n phyaician witkin 30 days
prior to {hs death:

) the caroner has parformed a post-mortem sxsminnation of the body of the
docensed; or
(s} thedesth may have beon raused ai a plaen, in o businens or at an event
with reapect te which the coroner han & finrncial interest,
£2) ‘Tt chief coroner may rossalgm an investigation to ansiher carsper whare, in
the opinion of tha chisf coroner, the eonduct of & eosoner or of n partner, assocints,
eraployse or employer of the coroner might ba ealled into question dunng the
investigatisn.

1999, e COB.04. 28,

PART 11!
Duty to Natlty Coroner of a Denth

Tanstal duty kn antify sroner
(1) Every person shail immodintely notify a coroner or a peace olficar of any
testh that the person knawa ot has ransan to hetinve;

{n) ooourred ana resilt of an accident or viclenes or was noifinticted:

(b} occurred from s cause other than diseasnor sickness:

&) occurred 28 o result of nagli i duct or malpractice on the part
aof others:

(@) oocurred suddendy and untxpectedly when the decenaed apprared tobs
in good hanith;

&) accurred in Saskaichewsn under cirrumatances in which tho hody is not
avaiinbls brenuse:

Gy ihohodly or peet of tho body has heen desiroyed:
(5 thehody ia in & plnce from which it rannat He recoversd: or
@I tho biody carnnot be looated;

i) was a stilibieth that ooeurrsd without the presenca of a duly qualifiad
madics] proctitioner;

&) occurred ma s ipret of immediats consenuancs of the droeascd being
trgaged in erapluyment, an occupation or & business; or

B} orcurred under eircumslances that requiro inveatigation.

@ Every peace officer who is notilied of & denth pursusnt 1o subseetion {1} sheli
ymmediately notify o coroner of tha death.

st e £1AN0L, 83,

a
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Ersty of tnatitutions tn potly coromar
8(1}) Where an inmste of 8 jail. military guardroom, ramand centrs, pesitentiary.
{eek-up or plecs whero the person in fiold under 8 warpan of B judge or &
correctinnal bacitity ss dsfined in The Correefional Services Act dies, tha peraen in
charie of thst place shatl immedintely nhetify a coroner of tha death,

{8 Where & pemon dirs whils in & custedy facility ae defined in The Younz
Offendera’ Servives Aci, tha person in chinrge of that fueility shall immiedintely
notify n coroner of tha death,

@) Whers a miner dies while a renident of a fostnr home, graup home or place of
#alety within the meaning of “fhe Child and Fomily Services Acl, the peract in
chargs of that placa shlt imsodintely notify a eoroner of the desth.

{64 Whers an involuntary patient sdmitied purausnt ta sectlon 23 or 24, or
dotained pursuant to eection 24.1, of I'he Menlal Health Sereices Aed (o pnine
patlont facility within the mosning of that Act dies, tha person in cherpe of that
Tacitity shall Lnmadiztely notify acoroner of the death.

& The duty mentionsd in {his section applins whather or not:
{a) the person disd an the prsmises or in actual euntody: or

th) the person wns an inmnto. reaidant or patient at tha tima of danth if the
donth was caused at that place.

(5) Whare a person dies whila in a hoapital to which the persan war teannfarrod
from n pibee mentionsd in this section, tha porson in eharge af the hoapital shnlt
immedintaly notify the coreact ef the denth.

1990, e 034 01, e B,

Duty of pollos 1o polify soronsr
$ \Vhers a porsen diea as & yesult of sn act or omlanion of & peace officer in the
course of duty or while datasned by or in the custody of & poncn offiter, {hs ponca
olficer shail immodintaly notify & coroner of the daath,

1094, £.C3201, 5.

BDuty of sexlal workers 4o potlly coronst

i Whers a minet dics while under the cars, custody or suparvinion of the
Minister of Social Services, efficers ar employeen of 1he Department of Social
Bervioes or lta doxignates or an ayency that has sntersd Inia an agreamant wish the
Ntintstur of Boclat Barvices pursuant te sectlan 81 of The Child and Family Serviees
Act, an ofMieer or employee of ths Department of Soclal Bapvices, ltsdesignatoor the
agancy who hes knowledgn of tha Jdanth shall immedintaly notify a coranar of tha
Aoath.

1380, e AR AT w40,
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PAAT IV

Investigations

Tacesar w Envestigute deatha
11413 Where 8 corener receives information that there hae heona deathinanores
wherts the corener sedinarily axercines kis or her respansibiliies and he er she hian
reasan to befieve that the death ¢ unider & that tequiro n
eoroner to be notified. he or ahe!

(a) sy Laue s warpant in the prascribed form 1o takes possssaion of the
hody, if tha body ie in Saskatchewan: and

&) shall conduct any inveatigation that ke or she conaldets neceaiary.

{2} Whers a coroner han begun an Inveatigation p ta subsaction (1), no
sthar coruner akall baeome invalvad fn the nveatigation unloes sthorwisa directed
by the chisf coransr.

1688, e 03001, 041

Area may bk cordoned off and preserved
12¢1) A eoroner. for the purpeazs ofan investigation, may cordar off the aren, for
n period not excesding 18 hours or any grester pariod tha chisf corenst spproves.
whern:

(4} the deeeasml pazson nuflerod tha Infusies or neguired the conilitisn that
fed to tha dosth: or

() tha body of tho decensed person is found.

¢ The prriot mentioned in aubsection {1} moy ha sxieniled by the chicf coroner
{or jurther pericedn.

(3} Acorcner may:

s} prehibis the removal of chiecta from the mrem that iz cardoned off
pursuant to subareitan {1} until the Invesiigation is camploied; and

) place pence officers in cherge of iha aren to prevent laturbance of the
aron until the coroner has meds any sxamination that the coroner coraidern
neceasary.

1299, c ESELY, w02,

Powsrs of oarener
18¢{1} For the purposes of on investigation, & coroner:

{sy may enterand inapect any place whare a dead hody is and sny place from
which the coronor has ressoonhle grounde for belioving the body wan
removed;

) msy examine and make copies of any recorda relating to the deceassd or
Tiis or her circumstances whero the croner belizves on ressonable grounds
Ihat it in psteesanry o do so for the purpoaes of the inveatigation;

e} shall teka chasge of shimts that are or might he {tems of personal
property of the decoaned and that ara found an or near the body of the
docensed or in the aren whero the body of the doctaned is found;

e. C-38.01 CORONERS

) with the approvat of the chiaf coroner, may remeve objects from the ares
that i cordoned off pursuant to ssction 12 whethar or nst the chiects nre
itoms of parsanal proporty of the deceanod; arut

(6} may size bodily fluida elitained from tha dveranrd hafore daath.

(D Anything retaoved pumuant ko aubiscation 1) may enly bo uand by tharorener
1o selablish identification nnd esuso and manner of donth for the purposes of 1his
Aot

(@) Where a coroher ramovea anything puraunant to subixection (13, ha ot she ahall
ratain it unt!l the conclusisn of the investigntion oy inquest and then returr it 1o the
person to whom it belonge or, if thal porssn is the deepaved, to that person's
paresnel reprasantative or nast-ofiin anless the abjests rerovad are preseription
madlclnes of the deceassd, ilegel drugs or dangoroun or [lingat ltams or aubsinnces.

1999, e CIBOE, 4.12: 3009, o 32,48,

Poat-mueiam axzminatlon
16(1) A coroner may, 8¢ any timo during an investigation or inqurel, isue a
warrant for o peet-miortem expmination of the bedy, an analysis of 1hs blood, uring
or f the at hori tines ot any other ination or snalymzof the
body that ths coronot consitors neceanary,

(Zy A poat-martem examination is to ba performed hy & puthologiat mpproved by
tha ehiaf caroner,

@ Everypathologist who performa s post-mottem ton shalt Tintaly
report the reaults in writing ta ths coroner.

{44 The pathologist who performs & posi-mortem pxamination may remeva and
relnin nny part of the body or ohject found in the body fer the purpese of
ratnblishing the enune and manner of denth.

1299, c GAEL 8 1.

Dhintermant

181} Theehief oronar may order tha disinteement of n hody for the purpesan s
any Investhmilon ar inqussd.

{2} 'The chief coroner ahell send a copy of an order for disinteyraent by registersd
mal at Tanat 48 houra baflore the disinterment to:

(s} the epouna of the deeansnd or, i thare is no apauen, tha nearnat nnxt of
kin; and

(o} ths owner or the peron in charge of the cematary or meusolaym whorn
the body in burisd or stored.

1900, S0, 0 18,

Toronsr may obtain asalstancs

Tha polico sorvice with jurisdiction in the icipality in which th
| thei Egali nl:»_ca:..r:zEeun_.:...u.dw:...:uw.;_.i:an:;:.
tha coronoe mry require.

1801)
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(7} Acoroner may obiain the essistanes of persens other than pesce afficers for all
or part of tha inveatigation er inquast.

1985, «.C-54.01, 5,58,

Procedyra whars lnguest Rot nsceuasty )
1T Whers. afier an invastigatien, the coraner in of the opinlon that an inquast is
ot necesansy, the coroner ahall give psrmizston fo batry tha body and shall, s 3000
a3 is practizable:

(a) wand 1o the chisfroronar & rapert reapecting tha investigation: and

@&} fle =ny informstion that may be required pursusnt io The Vital
Satiniica Act, 1835,

E909, e 0ARGL 0 1L

Thial cornosr may direct Inguant
18 Notwithsianding arction 17, the minister or the ehial coronar may direct any
roeaner ta held nn inquest.

1908, c.LN401, ¢ 18,

PARTY
inguesta

Whers inquest necsasary
19 Acoroher, with the approval of the chiefeoroner. shall hold an Ingueal whars,
sfter condueting sn invesrigation, the ehisfcoroner ta ef the oplnion that an inquess
Iz necesanty 107

&} ascertain the bdontity of the Qocenapd snd dotatmine khow, when, whera
snid by what means he or she disi:

) Inform the public of the crrumatsbess surrounding a daath;

@t hring dahgeroun practiczes or conditions to tight snd facifitats the making
el recommendations 2o avoid proventsbls doaths: of

) educats the public about dangerous practices or conditions to avoid
preventobls desths.

1999, 1 02841, 10,

Inqusat rrquired whees lamats dlee
30 A corenr ahail held an ingusst into tha death of n pemon whe dies whils an
nmnto1n aplace mentioned inaubsection {1y or {23, unlans the cotoner in extisfind
that the person’s death was dus ontirely 1o natursl causes and was not preventablo.

1909, ¢ £35 51, £20: 2003, £ 30, 5.8,

Miniriwr ey divect inguest
21 The minister may direct tha chiaf coroner or any siher coroner o hold an
ingueat inte tha death of a porsan. and tha chief coroner or othet eoronar shafl hold
theinguest whether or not ancther eoroner has conductad sn investigntion, held an
inquest er dons sny other set in connection with the death.

1995, 2 C-38.01,2.21.
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Inguet Ints mubiiple destha
2% Wheto two or meve dosths appost 1o heve occurted from the eame event or
from s common causs, tho chisf earonar may diroct that ana inquest ha bheid
renpocting alt the denthn.

1099, r 0388 622

1nquest not & arimined procesding
% 'Tha powers conferred on s eotonsr o conduct an inquest are aot ta be
conatrisd £ creating 2 tyiminal roust of record,

Ho LRI LRI S0

PART VI
Juries

Humber of jurora
24(l} Every inquant shelf b held with n jury compoaed of glx jurore,

(D Anyflve jurers may roturn = finding. and & Aadisg returned hy five furors hsa
o samp alfoct aa a finding returned by aix jurorn,

@) 1fthers sraJeas than five yurors, tha coranar ahnlf amman a new futy.
1999, e CAKS), 424,

Easluslons
28 o porson wha would not Bin gualified 10 anivaor who wouldt ke oxeluilasd from
acrving ¢ 8 Juror pursuent te The Jrry Ast, 1338 aholl werve ny A jurer.

100, o038 01, 5 20 I8, 20, 5 8,

DlaguaiiNeailon of Juross
28(1) No afficer, employoe, inmale, resident ov paticnt of a place montionsd in
section 8, or his ar hnt #pouss, shall aerve an a jurcr at an Inqural rerproling &
parscn whose death wsa caused or oecurred in thet place.

@ Naownsrofabuildingorplncowhatea tonth warenuned or occureed, or hisor
her apouss, shall serva an a juror AL an inquest perproting a person whora densth
waa eaussd or occurred in that building or place.

5} Noowner or empioyss of a busineas, or mpeuss of an owner ot amployeo of B
Bustness, shall gztva na o juror al an inquesl reapheling a person whoss drath was
enuard or oocurted ai the place of husiness or whose doath was relatod ta the
oparation of the businana.

1008, e C25 0L 2 74

Preparation of Jury s
27{1} 'The coroner shail requent tha chis{ corener 1o shiain n list of persons in the
numbar epecified by the coroner wha arn rexident in the grageaphicat aren spocifind
by the coroner.
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() ‘The chiel ceroteer aball request from the persen in chergn of tha reginter

inod o to subsection 11(1) of The Sashatcherun Medienl Core
natsrunee dAct o fist of naman snd sddressed of persone in the number apecified by
the coroner who are residsnt within the geographical area imdlested bn the reguest.

(3} Notwithatanding any other Act. en recelpt of & request pursuant to
subisaction (33, the parsen kn charge of tha register daserilied in aybiretion {2y shall
randomty seinct tha specified number of names and nddressoa, s ahall serd the
namss and nddresses, and no other information from the reginter. {0 the ehief
coroner.

() The chief corener shall forward to the sheriff the names ardl sddresses
rreowved pumunnt to suberetion &3

) tmmediaioly on receipt of thoso names and addressea, the shorifl shall acrve,
in the manner speeified hy aoction 37 of The Jury Aet, 1354, ench persan ot the
indicated sddreas with a Juror Informatien Hoturn and Summons apd an
Applisstion for Reliel from Jury Servics in duplicate, tagnther with an envelops
pddreased to the sheriff with pantage prepaid.

6 Section 9 of The Jury Act, 1958 applizs to & person who roctives & Juror
Information Returmn snd Summens.

12900, e C-30.01, 4 AT 2000, 20,5 6.

Feliaf from jury meivise
981} Sublet 18 subzsction (23, sectians 10 and 11 of The Jury Act, 1398 apply.
with atiy necassary medifieation, to rsiisf from Sury pervice purausnt to this Art,
2y The applications fir eallsfl from jury aervice mantionsd In esctinn 18 of The
Jury Aed, 1598 ahall bs mads to the chisf corensr or any cther person that the chiel
coroner doaignates who shall determine whother to grant rellef,

1595, £ £A001, a 28; 1663, 30 8T,

Belaction of jury
29¢1} ‘The curoner may question the persone who are pressnt os & reaull of &
aummsna 16 determine their cligibility and santahbility aa jurors ani shall asleet gix
poraons from thons who arn present.

(0 Notwithstanding section 27, where the mquest is reafeciing tho death of an
employee arising out of his or ker work, the cesoner shali make a reasoneble elfort
to enaurs that the jury summaoned shail be sompoaed, wholiy or in part, of personn
famitiag with the type of werk tho dectased was doing-

{3y Notwithetanding seetion 27, whors, in the opinion of tha ehiof coronnr, the
circumstances sarrounding the death requirs the jury to ba composed, wholly or in
part, of parsons fom epacific racial ot culiurai group, the coroner shall summon
th jury in soordance with the regulations.

[
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) Whaers a jury cannot be formed from the body of paracns summetied to snpear
at 1 inmuaeat, ths coroner may instruct the eherilf to raturn a sufliciant numbst of
persont who ars not disqualified oz exthuded From merving ns Jurors:

(a) from thoss parson pressnt incourt: or

&} whore thers is an [nsuMeiant numbar of parsons presant Ia court, from
the grographicnl aron speciliad by the coroner pursusnt ta subsection 27¢1).

5} Soction 38 of The Jury Aed, 1398 applies ts toyers where &n y! in

F plo¥

sursmoned for or servea an & Jury pursuant 1o this Ast,
1099, . CI8.0F. & 29 3003, 0 20, 0.8

Swasring of jurors
0 When the jutors nro assambiol, the roroner ahail pwnar them e diligently
inuise into tho death of the pormon with reapoet ta whom the inquest ia to he helid
and to give o trus finding aocording to tha evidenca.

1099, e G-3R 51, 0 A0

Fallura not ground For Impaaching Andlng
31 A fallurs to chasrve the directions contained in thin Azt tespecting the
qunlifications, exclusion or selection of jurers s not & ground for Impraching the
finding returned, unienn the omiasion hine renulted in # aubatantind miscarringe of
justics.

Ho Y.L TN NS IR

PART VIi
Proosdure at Inguast

Jaquset to be held In publla
22(3) An Ingucet is tebe held in nublic,

(@) Acoroner may sxciude the public from alf or part of an inquest and order thal
a1l o part of the evidence not ke published ar hrondcant where thocoronar in af th
opinion that national ancurity may b entinngeted or thn pesaibility of serinus haem
or injuty to any person juatifies exsluding the public and making the order.

@) Accroner may ordor that witnossea ho excluded from an innuesl until they nre
catlnd to give vidonce.

1990, ¢.0-38 0L, 52T

Procedure whats parscn charged with offsace
338{1) Whern a person hes been charget with an offsnce arising out o7 & drath, nn
inquest 1a to ho hald only on the directisn of the minister.

(2} Noperson charged with an offence srising out of n death may bBaoampeilad ta
give evidence at an inquest respaciing that dsenth.
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(3} It & person 15 charged with an affence arising owt of & desth for whish an
inqissst (3 underway, tha coroner abull, unloes the mirdator onders othermiae.
discharge the jury and closs the infueat and shall reapon tha inqueat only on the
ttirection of the ainisicr.

¢ Whers tha ingueat ks heess reopened pursusnt to subsection (3. & new jury
whiali be summansd only if, s the opinion of the coraner, iL il necessary.

H  Norwith ding the other provi of this arction, where n person is
charged with an offunce sriningout ol 8 dnath and thechargs or an appost from any
conviction or nenuitial hes hean finally disposed of or the tme for taking an appeal
han expired:

() thechisf coroner may diract a coronet 10 hold an inquast into the dssth;
snd

&) tha persett who wan charged in 2 compriinhle witness st ths ingueat.
199, ¢ CJ201, 033,

trrocedure whars charge likely
41} \Whore it appears Hikety to the chief coronor thel = potsen will be chrayed
with an oTence nonring out of & death, a coronar atinl} dolay thes holding of an
tnqueat unleas directad otherwisa by the minister.

(B Where n pernan haa been charged or it appearn that  person may hs charged
with an offence arising out of = death, the coraner ray order that sa svidence be
prblished or Lroadeanl without the coronor's pestnission watik

(n} & chaige in inid and the charge or #n nppaal from any ennviclion or
actuitial of the ofTenee hias been finnlly disposed of o7 the timo for 1aking the
appeal han expired; or

&) it apprarn to the coroner ket nachargs will he 1aid,
1998, cL530.00. 234,

Brncedwra for charge othar than Crimiagl Cocde
A5{1} Whers & perabn has besn churged ov whers bt sppaare lksly ta the chiaf
eoroniar that & perann will bs charged with an affrace pursusnt t2 an Ast of
Parlismetst, other than sn offanca pursusnt to tha Crimiral Code arising out of
dnalhy, or an affence pursuent to an Act or regylation, the chdef coroner may direet
that an inqueat not be hield.

{7} Where thechiefeoroner directs, pursuant {o subsrticn (1), that oninsgueat not
e held. sections 33 and 34 apply.

1909, e 0320k s 28,
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Crdars whars denth ssif-Inficted
28(1} Where, at the ingueal. i¥ appuars that tha death may have besn aelfs
inftictod, the coronsr may arsier Ehat no evidenceaf the procoedingshia publishod or
broadenst usntit & finding is veturned.

€3 Whersths finding s that ndirath was actlinfiicted, thacoronas may ender that
ne avidencs of the o dings ha puhlished or broad withoul the mpner's
permiazion other then the neme. aéiress and corupation of the decesssd, the fact
that an dagueat has boaon helil and that tha ilenth wnn jousd to have hran anfl-
inflictad.

sl e SAKDE, 2 20

Elanding
8T(1) Acoroner may grantstanding at an inqusst to ey person whom the carener
iders to hava a aubatantinl interest in tho Enquest.

(@ Aperson who hes standing at an inquast may:
(n) bse ropresentod by counas or an agsnt and
&) ine and or ina wi

05, ¢ 03801, 0T,

Motlos to minister
A1) Acoransr ehall notify tha miniater af the tims £od pinca at which an isnuest
1 io b hald.
€ 'Tha miniator han ataniling At mn tequeat and may lin rapromanted by pounnni.
1099, 9600, 4 7K

Regquast for counsel .
28 On therequestof thechief roraner, tho minialer may nppoint counaek 1o attend
pb as inquest and {o act an counsal 1o tha coroner,

F399, e 3R 0E 808,

Notiss of ingaast
40{1) The coroner shell glve writtan natles of tha tima wad pisce of tha inquest (o
tha followisg pezsona that tha coronar has knowledgs of:

[8) the immediate surviving nezt of kin of the deennead;

&) persons who have, In the apinlon of tha earener. a subnsantisl interast it
the inqunal;

(&) pemonswhods canduet in, th the opinion of the coronar, tikely tohe patlnd
into qeiewtion at the inquest.

(@ Any person may tiske n writivn Tequest to the coroner in chatgs of an
javantigation to ba notified of the time and place o an inqusat, snd the coronar ahall
gave writien natics of the timo and plaen of the innuest 18 that persen,
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3) Whers the conduct of 8 porsan who has not beens natified of and Ia not preacnt
#t the inquest in hrought 1ndo question. the coroner shatl adisuen the inquest and
notify thek preaon if it is reasonnbly practicablo to do sa.

¢ Failzro 10 notify 8 pornon of AR dnmuest Adpea not invalidate the procecdings.
1995, e 03001, .40,

PART VHI
Witnesses and Evidencs

Coroner may suminot wiineaes
411} A-coroner may summon sniy person lo:

{a) give ovidencoonsathat an inquest that is relevant io the subject-matter
&f tha inquast: oy

(5) producs in evidenca at an ingueet any document of thing in the person’s
conteul 1hat the corenre may aprcily that ia relevant to the auhicet-matter of
vhe tnquent.

{I5  Snrvica of the summens 18 10 he effeetnd by personal servics of n copy of tha
aummens by o peace officer.

(3 Where 8 witness who is roquired to attond an fnqueat i confined to a place
mentisned in subarctton 8(1), £ or (4}, the coreaer moy seder in writing that the
wiiniess ba brought befare thecoroner in order to toatily at the tnguest and direct in
the atder the mannes in which the witness ia to he kept in rustody uniil the witness
is yaturned to the place of detention.

1398, e C-I281, 541,

Warrant for arrest
43 Whets s person sumssoned as s witnoss fafla to sppanr st an Inquest inanawer
Io # KUMmenE, o coteAtr may, ofs prool of servics of thst aummons, issus n warrant
directed Lo any peace offieer in Saskatchewsn, commanding the peace officer to
ntrest that poraoh and bring bim or her ta the inguest.

1694, .00 01, 443

Wiinesse .
8{1) ‘The coronst may permit ANy persen who wishes to give ovidence ai an
ine Jeat 1o testifv, as fong as the svidancs Is not frivoious or vazatisua,

(0 Awitnessai aninquost is shiitted fo ha ndviasd by hisor her courel ar ngent

#3 ko his o her rights, bat the counsel er agent may not participatn in any other

manner in the inqueat without Tnaveof the mrenes.

€ Where an inquent in held in the abaancs of the public, & counsel or agent for 4

witnsns iz rot entilled to ba present except when thot witness s giving evilznoe,
1799, e G305, 5 d).
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Coraner to admintsine nathe .
44 'The coroner shall sdminister oaths to jurors, witnsares and intsmreters
seoording Lo the practica in the Court »f Guoon’s Aench.

1999, e CYREL 5 44,

Jury may quesiion wlineeses
&8  Msmbarn of the jury may ask questions of the witnoszes nnd ahall:

(@) view the body if dirrcied by the coraner to doso; and

&) view the scens whers the death may have ocourred IF directed by the
coroner a de so,

1099, . C3A L1, 5 48,

Contampl prooesdings
48(1) In this section, “judge™ meane s provincial court fudgs.

() Acoroner mny sinls aena jon judge satting aut tha facin whare, withaut
lawful axcune, & person:

(o} on being duly summoned ne a witness or & jures At an Inquest, Talla to
attand at the ingueat:

() boing in attendanco as 8 wilness ot nn inquest, rofuses to take nnosth or
In produce any document ar thing in hia or fiey eonirol or to answar nny
queation: o

&3 does eny sther thing that would, If ths inquest hnd boen & tourt of law
having powar to rommit for contempd. b in confempt of that mourt.

) On recaipt of & atsted cxso pursuant to subsection (Z), tha judge may. on
application of and in the name of tho commner, inguira into the matiar,

(&) After henring any witnesaes who may he prodused agzinal or on behalf of the
paracn mentioned kn subanction 2} and haaring any stainment that may ba oifernd
in defatcs, the court may punish or take stepa for the punishment af thai parscn a8
it he or she had heen guilty of eontempd of the court.

1999, e SR 8L 2 4.

Coronas to maintaln order
41 A coronar may make any orora ot give any dirociions thet the corensr
cansiders necsezary fer tha malntenance of ordor al an Inquest and may cslion &
peacs ofMfcer to enforen those crdern or directions.

£999, e C-38 05 s 41

Evidents
£8{5) At aninguest, acomoner maj:

(a) eubject to subssction {2} admil any oral tratimony. including any
teatimony chiained by Lolephann ranfornnco eall, documeat or ether thing an
evidence, whethat o5 not it ia adrsisnible na meittenen n a judicial procreding:
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@) excluds anything that the coroner conaiders 1o be unduely repetitious or
thal, in his or her opinion. fails to mset the atandanla of proaf thas are
ommenty relind on hy ressonnbly prudent persans sn {he conduet of their
affairs:

(c} comment ot the weight te bs given any evidence: ar

&y limitexa ion er e ination of n witneas wharo it is frivolous
oy vexstioun.

@ Nothing I ihis section derogstas from:

(8} ths provisions of sny Azt sxpreasly limiting the axtent 1o or purposss {or
which any 6eal testimany, documentaor orhnr things may he admatted or uasd
in cvidance: or

() any privilege under the law ol eviience.

@ Before a person gives evidence al the inguent, the coroner shalf advise the
persan of tho provisions af exction 3 of the Canarda Evidence Act and section 37 of
The Seukntchenan Evidence Avl.

41 A coronct may employ a0 inlerprotey a8 an inquest.
1990, £.0-33.01, e 40: 3003, 20,08,

Documents .
&8{1) A copy of s document ot other thing taay ho admitied an ovidence at an
itgueat if tho eoroner 18 sxtisfied of ite suthenticity,

€D Whore a flocument has hesn amitted as evilonco at an inguent, tha coranar,
or with the lesvn of the caroner the persca whe produced it or is entitled Lo it, may
esuan tha doeussent 1o ba phetocopied, and the coroner mey:

{8} uthotizs the phoiocopy to ba admitled ln avidenes In placa of the
dncumant and order the relozss of the docusmant; or

(6} furnish a phatocopy of the documnnt eartifled by thecoroner to the pernon
wha produced or is entitied ta it

1958, ¢ C-320E &40

Haporta
50{1) “Ihe coroner nay nocepd s report. a medienl report, = plan. a sketch, a
phetograph or anoilier doeument containing informanion of A factunl nalura in
phace of the oral testimony of the maker of thal documaent, and the document Ix. in
the sheence of evidence to ths contrary, proct of the facta ststed init.

(0 ‘The coroner mmay. ot the request of a persony with stsnding purausnt ts
seetion 37 or & Jurcr, require the maker of & document 1o ptiead and give svidenca
at the Ingumi.

1999, 2 03201008

e 3501 CONONERS

Ad)ournmant

83(1}) The coroner may adjourn an inqueat from Hms lo time on thacoroner's own
motion or if it s ehown o the ceronar’s antisfaction that the adjournmont 18
toguired 4o permit a proper inqueat to bo hold.

) Whers an innuaat is aljournnd, the coroner ahall ohtaln ths oral ez written
recognizances of tha jurers and for their 4 At the jon of
tho inqueal

(3) Wherea juror, by reasan of llinsss, Aaath o7 sheoncs from Seakatchawan, deta
ot sttend at the resumption of the inquest. the oroner may procoed with the
intyuest 1f at loast five jurors are present.

5533, £ CAS DY » B

Ceroner unahble locontinus

52 Whero, for any cazan, & soroner cannat completa an inqueat, another coroner
ssatgrad by the chisf coronar may complnte it and may nct o the evidence s il it
had heen givan befors him or hor.

1998, e 03201, e A2

Racording of evidance

55(1) Anolficisk courl reporier appointed pursuant {oclauss A of The Court
Officials Act, 1984 shail reeord ths evidoncs or any part of it by sherthand or by »
reconding device,

¢ ‘The court reperter shall take an oath that ho ar she will nocurately report the
evidence and the coronar shatl sign tha Lranscript of the evitdenes and that
transcript is toba acccmpanied by at affidavit of the court reporter that s s true
teport af the evldance.

(3 The svidonoe takan by s court reporter need not ba transcribad unlme &
teanscrigtion [s ordared by the mini by vounsal appointed by the mink tomet
for tha poroner st tha inquast, by thachlsl eoroner or hy any porson wha raqueats &
tramacript and pays Lo the murt repurtar the (se erdinarily pyabls for transcripts
of judicial proceodings.

1058, e.TAANL, 0 AN,

PART §X
Findings

Jury findings

84{1) The jury shsll, at the conclusion of the ingunal, relire o constder tha
cvidence snd dstermino tho identity of tha drcesacd anid how, when, whero and by
what menta the deceannd disd.

(2 “Thejury shall not maks sny finding of 1ogal respansthility.

{1} Tha jury tsay meke any dntion that it conailste 1o he of anaistance
n preventing similar dentha.

198, e G801, 2 ML
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Raport to chisf comaner
85 Ak the conclusion of an ingueat, tha eoroner shall forward the following to the
chirf coroner:

(e} theflndlnp
&} any recommandations of she jury:

&) wllat &f Foes to be paid to the jurors, witnasses. interpestars and any other
prmsone;

@) a recording ef the svidence taken at the inquest;

(e} tranrenipt of the svidence certified by the mroner a2 the inquest if the
evidence hee been transcribed.

1550, &.-32.0L, o BB,

Trocedure whars jory Zlaagrees
BE(E} If the juty connot sgroe by s majerity en e finding. the coroner may
{lischargo ths jury after chtaising any findings of fact that they have heen abls to
agreson.

02 Tha coroaer shatl submit the evidence Lsken nt the inquest, togather with any
findings of fact that tha jury has bean abls 10 sgranon, {0 thachisf coronar.

(3 The minister or the chiel coroner may direct 1he coroner Lo symmon another
Jury and held another inqueat or to taks any other actioh that the minister ot the
chiof eoronor may direct,

02 CARD), 0 08,

Corontr to furnish panizulues of death
87 i diatoly ar thacione of an iny ion or iknuest, the coroner shall send
to {48 Director of Vital Statiatics any information that is required purausni to The
Vitol Stotistica Ace, 1995,

109, £ 0380, 4 8T

Coronar may sushorbcs buelal prior tabnguan
B8  Acoronsr whe intends 1o hold an enqueat may sutharize the burial of the body
bedars the nguent ta hald by completion of tho redicnl cortificats of death.

1993, e 03801, 085,

PART X
Generni

tmmunily

&% No nction lies ar shinli becommnnced or jnntitustad ngninat the chiel coroner, a
coTctiet oF an agent asting on behall of the chisf coroner or & coroner for any loss or
damage suffsrsd by & person by renson of anything in geod faith dons, causad,
permitted or authorized to be dona, attemptad to ba done or emitted 1o b dons, by
sny of them, pursesnt 10 or in the of or suppesed izp of any power
confstred by this Azt of tha ragulations or in the carTying out or suppessd cerrying
it of any onler ssade pursweant te this Actor any rasponsibility imporad by this Art
or the regulationa.

1000, A0 01, 0 AD

20
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Ma chsiruziton of coroners
80 No persan shall knowingly hindor, ohatruct or interfere with:

(4} nroroner in tha parformants of the coronar'a duties; or

b} & porson authorized by acoronaris actin Jan with sn bmveatigatd
or Inquest.

1990, e UABDL 08D,

Tty ard scuna tobe presarved
$3{}} No person who has reason to Belisve that » desth oocurred under
reumatancen that reuire it tabs roporind 1o s coroner ar poscs officer shallin any
way interfers with or alter 1k body or ita condition untess the coroner so direets.

{2) Whers » death han oocurred in the wreck of o building, bridge, structurs,
embankmant, nirplane, mator vehicle, bast, machineor apparatus. no perast shall.
cxeept for the purpoas of savieg lifo and relisving human sulfaring, without

hority from thecor Fore with. dostrey, carry nway ot alter the position
of the weackage or any part of or anything cannacted with the wreckagn,

1550, e.CI801, 080,

Providlon of report
83 Whare the chial coraner recslves & ronuast frem any parsn for & copy of any
docuntent mendjonad in clakaon {a) ta (1) and considera it apprepristn and in the
publicintorest todoso, hoot aho may provide a copy of the document to that paesan
£f any terms he or she considera appropriate:

{n} & report prepared pumuant to elauan 1 7a);
) ths Bnding or recommeniations of njury a2 an inquaat;.
&} & posi-mortem report propared pursuant fo this Act;

) n ropert signed by a duly rualified madical practitiener or tha chisf
roronet an io the cavss of denth of # parson.

g, e C-A8 01, 0 8.

Cifares

88 §very porron who coniravones n provision of this Act or the reguistions 2
guilty of an offence and tiahle on summary conviclion 1o a finn of nol maea
thar $2.000, to imprironmant for & term not sxeseding aty matthin, or 15 hoth.

£, 2 DARDY, 0 A3

Ragulatlons .
B4 Ths Lisatesent Govarnor ia Council may make regalations:

{a) definisng, enlarging er restricting the mesmng of any word or sxpression
ueed i this Ast But nat definsd in this Acts

[} iblng ibe rom tion or atlownnces 1o be qald to the chinf
corunar, coronera, Jurors, wilneases, intergsraters and oihot parsons:

& proscribing farmp ans providing for thir L
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() preseribing additional rules and procedures for Inguests;
(e} tespecting tha summaning of izers for the putpases of seclion 2%

i presesibing faea for reports, ipis and anyotherd eprred
pursuant to this Acti

(3) prescriving any other maiter or thing kst 18 roquired or authorized by
this Act tn ho preseeibed in the regulations:

i} rrapecting any other matter or thing the Lizutenant Governot in Counril
considers nocessary to carry oul the intent of this Act.

1398, e.CI081, 204,

PART X!
Repeal, Transitional, Conaequentiai and Coming into Fores

48, (T8, .28 repeaind

85 The Coroners Aciis repeated.
§o90, 50035 01,288,

“Tranaltiona]

86(E) Anyparson who holdas the office of chief coroner or caronar sn the day bafors
this section ceme inio fares continues to hold offico and is deamnd to havo been
appeinged pursuant to the providions of this Act.

N Everyp ding and process Initiated dingor heard in part [ dintaly
befors tha coming Ints foree of this section 2 to he continued us f it had baen
inltiated pursuant to thia Act. and this Azt applics with any nocesaary modification.

156, 2 C-23.01, 564,

9.5, (5es, e A ALY ansmnded

&Y Thr Amuscrment Bide Safely Actis ameaded in tho manner set forth in this
aoction,

{2 Section 28 Is amended by striking out “The Coromers Acf" and
substitating “The Coroners Act, 19997,

{8) Sectd 20 is dod by 1k out “The Coroners Acf* and
subwtituting “Thr Coroncre Acel, 1535,

198, 2 C1.0L xBY.

AN L, cE& S amanded

83 Sectlon 20 of The Elestrical Inspection Acl, 1358 is amendsd by
wtsikdoy sat *The Coronere Acl” and subatitating “The Caroners Act, $955,

1889, c 03401, .60,

2z
o, C-838.01 CORONERS
£9 1943, c O3 ansendad
80 Secticn 30 of The Gos Inspection Act, 1938 Is ded by striking out

“The Coroners Av™ and subatituting “The Coroners Act, 19997,
1999, ¢ C-3301, s 58

RBS, 1978, 0. 4-15 smecded )
T8 The Human Thewe Gift Act is smended in the manner set forth in this
atction.

{2) Clause §(é){a) 1s amended by stelldng out *The Coroners Arf mad
subatituting ¥ The Coroners Act, 19977,

@) Section 7 is amended by striking out “section 4 &t The Coronera Acl” and
substituting “aections 7 to 10 of Thr Coroners Asl, 1994,
) Bectlon 18 in amonded by striking ont YThe Corosera Arl® and
substituting “The Coraners Acl, 1357

1930, c.bAR AL, BT,

Tmiea, BagmaTOOwAN
Printad by the authoeliy of
i Grrttiva Taures
Cepyright€3003
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CHAPTER C-36.01 REG 1
‘the Coroners Aci, 1935
Tiele
3 These reguiations may be cited v The Coronera Reguintians, 2000.
incerpratatfon

2 Inthess rogulations, “Act™ meana The Coroners Act, 1939,
§.Jna 2000 cC0-38 0% Reg Lo
Totoner’s fser
8 ‘Thaloo payabin to 5 coronrts

{n} For conducting an investigation and making a report, whers an inquesl ia
not heid, s S100;

&) for each hour in excess of twa hourn spent travelling to, visiting and
raturning from the scenacf dpath is $17.60

@) for conducting en laveatgnation and helding an inquest, including
prepating & repors and complating documents, is $125; and

@) far ench hour spent eonducting an inguest is $17.50.
B Faa 3000 cC3A G Hap 102,
Pagtmoriam saaminations
&1} The fet paysbls for & comploio post-mortem sxaminntion, Including any

nocesaRry mACTORCHIE SkAminntisn, hisologieal tepors or tinaus vepert, cenductnd
by » duly quaiified medical pathelogist is:

8} 8230 for & post-martem examination bagun before April £, 2006; and
by 3500 for a post-mortem axamination begun on or after April 1, 2000.
(2} Theles payshle for an | poat ination only is $30.

{3) Where thepoat:mortem examination mentioned in subsection (1} 1s conducted:

) on e decomposed body ornn the body of n homicide victim, the fes payabls
ia $340 for an sxetmination begun belore April 1, 2000;

M) on a decompoatd body, the fee payahio 1n 664 for s examination krgun
on or sfter Apeik 1. 2000; and

€} on the body of 2 hamicids victim. tho fce payable is 51.000 for an
sxnmination begun on or after Apel 1. 2000

5 Jna 2005503881 Nag 14,

4

C-88.01 REG 1 CORONERS, 2008

Faus Tor uaa of Iaclliay
5 ‘The fes payebis

{n) forthsunecfayoominm hoapital for & peat-mortem examination te 820;

) for the use of & room: bn o facility sther than a hospitat for a post.mertem
sxamination fa 355: and

(e} [orthe useof a rem in any Facitliy for holding & body tamporarily, whets
tha posl-mortsm myamInKtion it not haing ronductnd in that facility, ia §18,

9 Jne 2000 23868 Rng 128,

Feous fot witnessas, Jurors, madiesl praziitioners ahd prnfesalonsl paraons

& Thefen payable:

(&) ioawitpassor juror for anch dny that the wilnras or furor nhesnt froms
hin or her residance attending an inqueat is $15;

) tes pathclogiat or medical proctitioner required-to give evidence st an
inguest ix the amouat prescrihed in Table 6 of the Apponsdiz to The Quern's
Bench Regulaiions and

&) to e professionat person, other than n porsan mentioned in cinusn (),
reguired tn give evidence af an inquost as 8 renult of professionnl servicea
rendisred by the profesaional parson is $52.50 for ench haif day.

0 Jdna 2000 £C-35.01 Hay ) o8,

Transporiatiion ecets
7 The ameunt payshin for transportalion cosla incuresd by a coronnr, ufer,
witnean, Intarpreter or 2oy ather parson requirsd 1o 1ravel in connectlon with an
invostigntlon or lnqusat;

{s} where he or she uees commuzclel trapsporistion, is the nmount of ihe
netus] fars pald, whers supported by recsipts: or

(&) whers ho or shs uses hin or har persanal vehiclo, in tha rats eurrontly
payshlns in scorlance with the LsriT el ravel axpensas spproved pursuant te
The Public Servre Aet, 1998 for amployres of the public rervica.

Fbne 2007 <178 01 ey EaT.

Buhbsisience cons
B Thexmount paynhla for subsistenco for r coroner, juror, witnese or athet parsen
required to o nheent from his of Ier reaidence in eonntetion with on inveatigation
or innueal

{n) for hotel or motel ancommodation, 1n the actual and reansnabln smnuni
paid whero supparted by reeeipta: apl
@) for oxpenaes, other then those mantioned in clnuse {s} i the raie
earrontly payshls in axordance with iks 18¢ill of susiehanch eaponsan
approved puruant to The Public Sermre Ael, 1994 for smploynsaof the public
sarvics,

9.dna 2000 2RO Feg F3K
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Teanaporiatlon sarvises

§{1} I thds section, “ambulance fre® manns any person, sgency, privais fivm,
hoapital, municipatity or group regintered with the Dopartment of Hanlth that
provides ambulanea aervices,

@ The smount paynhle for itnnsportation af a hodyr

{3 by an ambulancs firm is the amonnt preacribed by the district henlth
board for tho Eeslth district whers tha transportation took place: or

(b} where tho setvice is nol provided by an ambuiznce firm, 18 $75perdayaf
tranaportetion and $3.65 por kifometre, each way.

€41 Whers a parsan involved in crassporting » body ia required to wnit, the charge
{or each hour of wniting s 825

5§ Whern more than ane body in transpertal the fen for sach adilitianal body
transporied {n $25.

B Jne 2000 cC-38 8% Rag ot

Spocial pasds

10 Tho ealnister mey suthorize any further foes or poyments that the minister
considers renscnabla pespacting ssrvices roquired and pirovided in the adssiniatration
of the Azt.

B Jas 2000 0-34 O1 Rag 1410,

11 Ropealed. 120y 2002 Kit MI03 3.

dutisz

18(1) Where, In the seinlon of ths ehief coroner, the drcumstances surrounding
tha dsath require the jury to be cemposed. wholly o in part. of persons of
Abariginal snceatry, the chief coroner may:

(a) ranuest from the person incharge of tha eagiter malntsinad pursuant to
suhnection 151} of The Saubalchenan Sfrdical Care Inauranet Ari a Hat of
namen nnd nddresnes, in the nembor specificd hy the mroner, ol porsoha wha
ara;

) registored Indiang pursaant to the Indies Act {Cansda}: nnd

Giy members of nn indian band within the grographical nren indicated
iry 1ho requeai; o
@) roquest from the tiling band o hundn in the grographical nron specified
by the corener a list of prmes and addreases of band members in the number
pecifind by the coroner aelected from the bend list by amethod determined by
tho chief coroner.

[T} Whers tha chisf coroner makes a regaeat puriusnt fo slsure (1)
subarctions 27¢3} ta {6} of the Act apply.

(3} Whers the chiel camner mokes o raquest pursuant lo elapan (D),
subetetions 27(4) to (6) of the Act apply.

& Jan 3000 oC-AS 0L Rag L s l2.

.4
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Forms
13{1} A notificatian of death pursuant o seetion 7, B for 10cfthe Act i tabein
Form A of the Appendix.

) Awarrant to take posaessien of a body parsannit tocimues 11} of the Actin
o ba in Form B of the Appandix,

@) A warrant pursuant to substetion Ed(1) of the Azt roquiring & pest-mortsm
jhatisn or cther ination or snnlysixis (o be in Form Cof the Appendix.

(f) A repertof & corener pursuant to claans 17{s) of the Act s to ba dn Form D of
the Appendix,

@} An order directing an inquest purausnt 1o aaction 21 of the Act in to be in
Form E of 1hs Appendix,

(B) A wummonn ko an inquest wiinras pussunnt to auhpeetion 11{D f the Art1a to
bain Form F of the Appondix.

€ Anonlorise witnens puruant to suliaection 41(1af the Art wheizconfined to
a place mentionad in subnection B, ¢ or (4 of tha Act is to e in Form of tha
Appendix,

& A warrant pursuant ta saction 42 uf the Azt for a witness who feils to appesr is
o he in Form FE of tha Appondiz.

@ Ajuryreport propared pursusal to aection B4 ufthe Artin lobein Form D eftha
Appendix.

9 dne 2000 £33 01 Reg Eald.

RS o.CAk Rag | repeniad
14 The Coroners Regulations are repasiad.

B .Jas 2000 o£-50.01 Ray Eald.

Coming Enio foros )
181} Suhject to subnection (2, thaas rogulations come into foree en the day e
which arction 1 of The Coronera Ac), 1993 comea inin fores.

(2} Hihoan reguistions nro flod with the Ragintrar of Rrguiations sftar the dny on
which section t of The Coroxers Acl, 1973 comnn inio force, thenn reguistions enmia
into force ons the day on which they are fited with the Hegistrar of Regulations.

9 Jna 2000 738 0% Hep Ealb.
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HAHE ACCREGITATION CHECKLISY

. FACTLITIES

i poes the office have sufficient
spacs, eguipment, and faxilitier o
support the jurisdiction's voluna of
medicelegal death Snventigatians?

i.2 Ars lockers, chapging arsss and
shower facilities available for male and
fomale esployeas?

1A RODX_MAKDLING AREAN

1A.3  Is the body receiving area adeguate

in sixe and designed to accomnodata the usual
voiums 6f incoming and outgeling bodies with
safety and security?

1A.Z  Are body raceiving and handling
areas mequesterad from publie view?

$1A.3 I there a msthod by which family or
friends can make positive identiffication of
decedents, f(e.g. 8 viewing room, “inatant
photography, cloned circuit televislon, digital
photography, eate.)

1A.4 18 refrigerated mntorage Spacs
aufficient to accommodate the number of
bodiee and thelr handiing duripg vausl
snd paak loads?

x5 I» tha rafrigeratad storsga
space easily acenanible to the autopey
room and to ths body relanse araea?

1 AUTOPEY RUITEE

1B.1 Can the sutopey room sscomondata

the usual and psak casa losd, including the
typical nuober of autopeies snd axternal
sxuminations, the normal complemant of
-snnu-w and 1aboratory personnel, official
participants and cbeesrverxs from coaperating
agencies, and other puthorized personnel?

18.2 DPeas tha ventilation aystem

contral odor snd fumas, and pravast
them from entering snd leaving the

sutopsy and body storage arsas?

IB.3 bees the hasting/cesiing systenms
zyotems salntaln a working snvirompant
conduchva to Individual parformance?
18.4 Is the lighting adeguate?

1B.5 Is & body ecale tocatad in or near
the autopsy room?

t chenged 10/12/01

PHASE

24

II

it

II

IT

11

YES

n/a

Ho

18.6 Is suction available?

18.% Are sutficlant astopsy statlons
svatlable for the usual case voiume?

18,8 %4 thars o stabla surface for tha
dimpection of saeh case {slther tabls stand
or parmanent sktructuoe; not mare cutting
board}?

1p.% In & #cels for waighing adult
znd pediatric orgsns acoessibls to ail
autopsy/dipsaction arsas?

10,10 Ars flesr, sink, and table drains
sble to handis nutcpsy waste and small
particulats matter, with clesan-out Lraps
eanily acceannible?

1B.11 Ars surfaces for preparstion of
dotumants and racords far anough remcved
from the exasination areas to avoid
insdvertent contamination?

18.12 Ars surfaces in tha autopsy room
nonporous and easlly slasned?

16.13 Is dletation squipment or othar
means of recording postmortat £indinga
availnble in the sutopsy room, adjacent to
rhe autopsy raom, or in physician®s offices?

1B.14 Ars x-ray viaw boxss prassnt to
parmit concurrant snatomical orientation
guring the autcpsy?

1B.15 Ia & saDarata oF funotionally
igolatad room availshle far tha storage
and antopay of dscampossd hodias and known
nighly intacticus bodles?

16 ADMINIBTRASIVA EPACE

12.1 1z sufflcinnt office space zyailable
for medical axaminars, investigatore,
adminiatrative and othar office ataff?

10,2 Is each pathologlsc’s offics
furnished with a denk, shalves, fila cabinats,
microncops, and distation squipment?

\1e.3 Are facilitlea aveilable to support
Jindividuai and group employes functlons,

including, whera applicable, break/dining
aras, meating/conforsnce area nnd Libracy?

1¢.4  Is the administrative area

wapsrate from the autopmy ¥ooms, labnratories

and voaw n-n-wcpum sres #c that it is »nuuwm
accesaible to visitors who have iegitimsta business
with the office without expoxurs to autopay activity?

BHASE

1T

II

1

1%

II

11X

YES

HiA

HO



1D BTORAGE GPACE

0.t Is there gensrs) starage epace
svailable for the needs of the offlice?

ID.2 Is thers mufficient recorda
storage spsca avallable for a minkmus of
tive years of currsnt raports and records?

1p.3 1s special storage apace avallable
snd pecured for dacedent parsonal offacts,
evidanca recoversd during invaatigations,
tigaues and evidence racoverad from the body,
and apecimens held for additianal

‘Labsratory analysis?

1p.4 Iz mpace available for sxamination
of elothing, parsonal effacta and othar
svidance discoverad on or shsut the bady?

1.5 Are tissus storsga Areas vantilated
and free of formaldshyds or putratiod
tispus cdors?

1D.6 s thers #sparats ghorage space for
resgent gasen, soivents and chemicals?

ix RADIOIOQIC FAQILITIES

12,1 Is radiographic eguipmant instalied
in a convenient location in or near the
autcpay rooh?

1B.2 s the radlographic eguipment
shielded in accord with the radiatich
safaty standacds promulgated by atata
and fedsral regulacions?

t15.3 15 in-house x-vay eguipment periodiealily
ageesned for parformance improvamont, radiation
protectian, x-ray bsam cellimation, and
plomedical ssfaty?

17 NISTOLOGIC LARCRATORT EPACE

1F.i ta adaguate space and eguipment
ﬂnu<haam for tissue cutting and for

intsiogic praparation of microscopic
glides, Ancluding &n arsa for spacial
staining methods?

1¥.2 1Is asch work statlon supplied with

slsctrielty and water and propariy vented to
remova solvent and fixative fumea?

y changed 18/12/01

PHASE

T

Il

11

i

1

1x

o

II

YES

HIA

HG

in LOG. B z

i6.1 Does the toxicslogy laborstory

have muitsble space, eguipment, acientlfic
inatrumantation, reagsnts and supplien %o
managa the casaload?

1R HAJITEMARCE

t1.5 Dose tha office have a written and
impiemanted policy or standazd ocperating procedurs,
signed within the last two yeavs covering

facility maintenance?

18.2 Ars ths facilizles and sll work arean
sisan and wall maintained?

in.2 Are public access arsas comfartabla,
claan, and frae from odor?

19.4 Ars autopsy tabiss and dissaction
araas disinfacted with baoterieidal/virvcidal
solutions on & daily basis &f they have baan
usad?

$H.5 Is the scientifie sguipment piaced
ot a documsnted perlodic maintenance sehadule?

1.6 Are all scalsa periodically calibrated
with known waights?

18.7  Arxa the hestingfventilation/als
nu:uwnnoawnm- piusbing, and siectrical systama
of tha physlecel plant aschaduled for perlodic
routine tnspection snd praventive maintanance?

1x  BEGURITI

t1.t Does the office hava B wrltken and
impiemanted palicy or wtandard oparating procedura,
signed within the last two yenrs covering facklicy
‘gacurlty?

“31.3  Ia ecosss ko all aress of tha facility
cuntrolled?

$1.3  Is access to body racaiving and handiing
sresn iimited and coatrollad?

11. Ia ths records BLorags space
ascirs, with controllad accass and to
anpura the integrity of the raporks?

21r.5 Ara lsboratories physieally saparata

from other work arass, and tdo they have contrailed
accasn?

11.6 ta an after-hour locked storags area or
deponitory avsilable tor evidentiary material?

g changed 10/25/98

PHASE
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IT
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1, HAFEYY

2.i boas the office hava a written snd
implamented policy er standard pperating procedura,
pignad within the last two years an safst¥?

2.2 Are amployess and visitors aafe from
phyaicat, chesical, alsctrical and plologle hazarde?

£2.3  Are mafety policies and procedurea written
and postad or xeadily secenpibla?

3.4 Is & weitten blocd-bozne pathegen conkrol
program in place?

#2.5 Ara ptandard precauntiona {=univarsal
precautiona®} used when performing autopsies and
nandling biological specinans?

$2.6 Ars all potentially axposad or at risk office
staff offsrsd vaccination for hepativie B?

2.7 Are first said kitve, safaty showars and oys
wnnhes stratagically lecated in tha iaboratoriens?

2.8 Are dadicated and parked spacisilzad
pafaty containags usad for gisposing of
hazardous chemleals snd biolegic wante?

2.9  Ara safaty cehinata or explosion-proot
tooms is use for stocoge of volatile sslvants?

4.10  Are alectrical outlets and sgulpment
properly yrounded end graund fault clrouie
jntsrrupters utilized lp sraas where water
may posa an added risk?

-2.11 Are autopsy dissecting sinks eguipped with
back flow protection devicea?

3, PERSONHEXL

3.1 Does ths office have a writtsn and
implamanted policy, signed within the last two
yeors coverkng pereonnal fasuss?

1.2 Are thars written snd impleamantad procedures
for diseipline and removal pof meaft for causes?

3.4 ts thers adsguate technical staff coverags
to handle the routine daily casnluad foy the
following areasi

A. sutopsy Asaistance?

B. hlstology?

. foransic photagraphy?

B. X~ray?

B, toxicology?

F. invastigatlons?
2 changsd 10/23/98
= ghasged 9714400

PHASE

II

Iz

11

23

11

1t

11

It

I

11

rr

1
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VT
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HIA

HT

PHASE

3.4 Is there sadaquate nontechalcal atsff covarage

to handle tha reutine deily caeralond for the

#pllowing arsant
A. administration? 1
B. visitor reception? I
. medical tranacriptien? I
p. racorda koeping? I
E. date analysis? 3
¥, body handling and transportation? 1
. custedians/cleening personnel? 1

In  HEDICAL EXAMINERS

3A.1 Ia the chief macigal examiner lor 1

I
coronsr or coroner's pathologist} a pathologist certified by the
Pathology in anatomical pathology or sguivakant gerctification an

Forsanlic pathology exparisnce?

N2 ts the chisf madical examlner a suranaic 3
pathelogist cartifisd by the Amarican Bosrd of Pathology
in foransic pathology?

¥IA.21 I the chis? medical examiner iicansed 1t
to practice padicine or pataopathy by the approprinte
atats or jurisdictionsl suthority granting such
1icanaen Wwhare tha office ia located?

3n.3 ts the chiaf medical sxaminer emptoysd T
full-tims mnd ars the offica duties hls o1 har
prisary profassional obligatien?

E3n.4 When the chisf msdicsl examinec T
e not availnble, is & dsputy chief madicai

examiner or an assaciste madical sxaminer who
posnesass qualificetions similar to thoss of £hs

chinf modical axaminer available in an alternate
capaclty?

#3né.1 When the chisf madical eaxaminer is ook 1x
avallsble, is thera a daputy ehiat medical sxaminet

ar & asaociats medical exuminar who is lLicanasd to
prectice medicine or astsopathy by the spproprlate

stats or djurigdictional authorlty granting such

licanses where the office ia locatad?

NS Ars all, associstaldaputy madiecal TI
axaminaTé or physiclans responsiblie for postmorten
axeninstions and autapeien pathologlsts wha have
pomplisted & keaining program {n snstomic pathology
aceradited by the accreditation Council for Graduate
Hadical Pducatien LACGHEY} oT aguivalent?

#3A5.1  Ars all associate/deputy medical axaminars  IY
or physiclens raspansible for poetmortem axaminationn
snd autppaiss licenmed to practics madicine af
osteopathy by the approprints state o jurjedictional
authority granting such licenses where the office is
iocated?

# chasgad 10/23/98
# changed 10/15/5%

Yes H/A iind
Amprican Board of

1
!

& hava two years of



{43M.6 Are all amsociste/doputy medical
axaminars of physiclans ultimately responsible for
postmortes examinations and autepsisn, pathelogists
who ats board certified in anatomic pathology by
tha American Board of Pathelogy and who have
completed st least onn yssr of asWun<wuun tradning
under the supervision of a forsnsic pathokeglst
cartified by the Amarican Bonrd e* Pathalogy Dr are
thay themseives so cartified?

J4INT Ts the medical sksff of aufficlent size
Lthat no sutogey physiclian ie required to perform
more than 350 autopslesiynar?

IAE Is the madical staff of sufficient
sire that no autopsy physician is reguired
to perform more than 25C autopsies/yesr?

Ix.9 Are a1l medical steff licensed to practice
medleine in a1l jurisdictlema covarad by the offica?

#INE0 ts the office‘s chiaf invastigator or is
at least one principal inveatigator cradantialed as
a Ragistered Hedigslegal Death Inveatigator by the
American Hoard of Medicolsgai Death inventigators?

35 TORISOLOGINIE

. poes the chief toxfcologist have training
snd sxparience in foransie toxicology?

.2 pDoes the chief toxicologiat hold a
doctorata degtee from an accredited Lnmtitution?

4318.3 Is tha chisf toxicologist cartifisd
by tha Amsrican Board of rorensic Toxiealogy [ABFTHT

3 COMMULTANTE

ic.i Is the office affilisted with a forenaic
anthropologlet board certlfied by che Amerlean Board
of Forenslc Anthropolagy {ADFA)?

ic.2 1n the office affiliaeed with a forensic
odantologist board certified by the american Board
of Forensic Gdontology {ABFO)?

n ot 5 OR;

6.1 Are thera written and impiemented
quatifications establishes for medicai investigators?

3.2 ftave madical investigators recceived
specific training in the polictes and procedures
of the office?

changsd 0729798
chanyed 10/58739
chenged 3/171/02
ohanged 2/38/03

.

PHASE YES HW/A O

Ons Phoase I |
for sach
ynqualified
phyeician

II

Ix

1T

PHAEE
3 DTARR PERGONNEL

1E.1  Dooa the office have written snd implemanted ¥
polivisa for tha gqualifications and traiping necessary
for ail technical staff {e.g. hintotachnolaghista,
radioiogy techniclans, ete.}?

4 MOPIPICATION. ACCEPTANCE AND NELEASE

4.1 Doss the office have s written and 11
implesantad policiea or standard pparating procadura,
pignad within the Iast two yeara covaring canse
notification, sccaphance and raisass?

6.2 Is thers a writtsn and implamented office 34
requirsmant that deathe falling undoy the msdical
axaminar‘s jurisdictiun be raported promptly to the
madical examinar's office by law enforcement agencies,
physicians, hospital parsopnal, funarai directors ar

any other parson who becoma awara of & reporeabls

cnee?

4.1 boas tha madical sxamipor accept 11
notification from any person who has hacome awara

of & death that might fail undar tha juriadiction

of the office?

.4 1s at laast ona published telephone numhsr II
far the medicsl examinsr'e office in teraphsne booka
covaring the jurlediction?

4.5 Ia tha phons nusbar ataffed 24 hours & day ¥
and able to arrangs & disposition at ald timen?

4.6 ° Are graatar than 23% of deaths, securring 1
within the office jurlsdicelon, raported to the
offica annually?

4.7 noss the medical examinar, 1f nacecsary, b4
srrange for & formal pronouncement of death?

4.8 Are next-of-Xin notifisd of deaths I
in a timely fashlon?

4.3 1s a record maintained of all casee 3
in whieh juripdiction was declined?

§.50 Ia the case raviswsd by a medical oxaminer 1
whan 4urisdiction ks Inleased?

4,11 1Is thara a written 2nd implemanted procadure It
ik piace to sssura tha releane of the correct body
and perponal effects to the fuparal home?

5 IHVEBTIGATIORS

5.3 Does the offica have & written and I
izplezanted policy of atandard opsrating procedurs,
algned within the last two years covaring

offics invaatigations?

PHASE

5.7  Is thers A written and Implemanted offics I1
policy requiring & medicai axaminsr or investigaktor
shtain the initiel history of the fatal mvent, ancertaln
the essantinl fache and clrcumstances, aliclt any
partinant medical nistory, and make s racord of

the rames and addresses of any witnssses?

8

YES

YES

LT

"M

HO

u



5.3 1s a histery of past nedlcal illnoss and

1t

current trentment verified with the attanding physician

or by raview of decedsnt's medieai and smargancy
trestmant records in appl.ecble cases?

4.4 hre emerdency medical techalciens intarviewed
whets it is likely to be of benafit?

5.5 Ara tha tun ahests of amergency madiesal

1

I

technicians, emargency room records and heapital charts

zvsllable to ths medical sxaminer in scenpred casns?

¥5.6  In oriminsl casep and violant deaths, coes
the padical sxeminer have ACCEsw to &nd obtain a
nsadad the »5q-nwumrnw<- ¢indings of ths police
firs dapartmsnt and cthar invastigativa agencie

A ACKNE_TMVESRIGATIONS

5.1 Is thers a written and implamented policy for
which casas raguirs scena invastigatlions?

5A.2 Is & medieal examiner or investigatar
availabla on & 24~hour basls to respond for a
scana invastigatlon?

43,3 Are medieal sxaminer investigation
rasponan timea recorded and monitored?

5A.4 Does the madical examiner or invastigator
respond to the scene of those canea deamed
necessary by the chist madicel axamines?

5A.5 Whan a body has basn removad from the
scana &r & parsot has basn removad for trastmant,
are follow-up seene investigationa eonducted
whoTe appropriate?

s5A.4  Are disgrams ox photographs or digital
{magas prepared to clarify apsential spatial
yelationships betwesn the body, its epvironmant
and any signlficant investigative facte, such as
blosd, evidence, weapons/iastrumente, ste., whare
appropriata?

e5A.7  Are algnifieant eircumstantiat and physical
obsarvstiona noted and recorded rogarding the tima
pf death, [including the presence, location, and
deyres of rigor; thas ipcation, fixation snd colox
of postmortesm llvoer; and whet indicsted tha
temperaturs of body and shvironmental Etemperature
and climatle conditionn}?

§ changed 10/28/98

1 changed 1C/32/01
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FHASE

£, BODY FANDLIHO

6.1 boss tha office have g written and implementad II
policy or standard operating procedure, signad within

the last two ymars covering body transportation and handling?

§.7 Does the body transport aystes raflect dus 11
respect for the body sand the conceins of familtian?

5.4 Ares tha stratchers and ¢arcs used to mova I%
tha body sturdy and in geod rapair aind free of
sharp sdgas?

[ 7%} Ave body transpart vahlokes machanisally 17
sounhd; oleaan, sscurs, dignified and privata?

6.5 Do office hody transport vehiclas have I
sehaduied maintenance and rapair?

6.6 1s the interior of body tronsport vehiclss 13
zagularly claansc and disinfected?

£.7 to body handling procoduras enaure tha 1

inteyrity of evidencs?

6.8 fo body handling procaduras Inciuds 11
pracautions for tha bichasards assosiated with
body handiing?

£86.9 ¥s thers an astablishsd system to documont 1t
and mateguard personal affectsa?

4. POATHORTIM KEAMINATIONS

7.4 tosn the office havs a written and inplemsntad I
policy =x standard cparating procedurs, signed within
the iast two years covering postmartem axanisatlon
procedures?

9.2 Is thers written documantation of a 11
physical sxamination of the decedent's

unclothed bedy preparsd for evary decadent

whona body is examined?

1.3 Is thers a written snd implemsntad policy I
which speeifies the criteria for the detarminatian

of when complete autopaies, partial sutopalen, or
external axaminations are to ba performad?

7.4 Ars autopsies performsd in greater than 558 11
of all canss suspacted of homicide at the time of
death?

v7.5 Are autopsiss performed in grester It
than 95% of ali caaes in which khe manner

of daath is undatermined at the tims an autopsy

dacinion im mada?

+ changsd 2/16/98
» Bpme inapuctor diserstion allpwad
& ghangsd 10728798
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PHASE

1.8 Are the clrousataaces of death, I
it known, reviewed priocr %o autopsy’?

7.7 Ara ciothing and permonal sEfects I1
exsmined and Inventorifed in all oases brought
ints tha office for postmortem examination?

7.8 pors thes medical sxaminecssutopsy &3
physician personally examine all external
sopeets of the bedy in sdvance of dissection?

7.9 I a medical examiner/autopsy phyniclan It
renponsibie for the conduct of each postmortem
examination, the diagnoses made, the aplnions

topmad, and any nubasquant opinlion testimony?

7.10 Are ail autopay sx-situ disssctions It
pecsonally performed by a medical
sxaminar/autopsy physteian?

7.15 18 all apsistanca rendered by 1t
pathology sssistants, sustopay techalckans,

disnsra, or othera without mediecal training

perfarmad in the physical prosence of and

tnder the dipsct suparvisien of a medical
exsminar/autepsy physiclan?

7.12 Are written notes taken for sach 14
autopsy which could be usad as a basis for

rapoet ganeration if dictated tapes bacome

lost ar dysfunctional?

7.53 Are specipans routinely retalned 34
for toxicologhie and hintologic sxaninatfon
during autopsion?

#7.138n Doea ths offlce have 2 written policy ax I1X
atandard operatlng procedurs, impremsnted and aigned
within the last two yeaps coverlng the retention and
dispeslition of organ and tiasup specimens taken ot
autopsy, that addresses whethar, or undor what
eircumstances, next-of-kin ars to ba notified of aach
retention g dispositien?*

syaM? racognizes the complexity and sensitiviry of this tissua,
accepted and appropriste in the practice of dnath investigation.
7.14 s there a writtsn and implemantad office z

policy whish defines whan radiographic sxaminations

ara to be performed?

#. IDENTIFICATION

8.t oes the offics have s writeen and implemanted XI

palicy or standard opacating procedure, signed

uithin the lask two years covering identification

proceduren?

8.2 Is thers a cass body numbering aystem it

in place for labsling all bodien?
} thanged 27 Bsptembetr 2002

11

YES

snd acknewisdges that
sither daciston-to notify family membarm, OF to avold intrusion upon a famély,

0/A

Ho
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5.3 Is the msthod of jdentification recorded?

8.4 boes the offics have accesa ko the following
for itdentification, of bodien:

. fingsrprint eomparimen?

B. dental exsmination?

C. body x-raya?

p. forsnsic nnthropology?

E. forsnsic sarology and Dih anslysis?

B.5 Prior to dispesition of unidentified

bedies does the medical extminer's office perform
the following tasks in oxdsr to pormit potantial
future identifications fingarprint the hadyy
photagzaph the bodys axsmine and chart the dentition;
taks x-rays; store spscimang for DAk analysis; and
yagistear the case with the rBI‘a Hational Crime
Informarion Centar [NCIC) or other eentral registry?

§. EVIDIRCE AND BPECIHEM COLLECTIOR

9.1 foea the office have a written and implemented
policy or stendard oparating, signed within the 1ast
two years covaring svidence aotlaction?

9.2 boes tha office have & written and implamented
policy or standaxd oparating praceduya, pigned within
the last two ysars covaring tismue and body £iuid
spacimen collaction?

9.3 Does the office have a writtan and implamanted
policy or standard opsrating procsdurs, signed within
thas laet two ysara covering evidenca and upaciman
dinposition snd destruction?

§.4 When collscted, ars sutopey tinnue and fluid
spacimens individually collectsd; adequately
packaged) properly labaled; appropriately praparved;
and archived using = connistent and logieal
apockmen numbaring system?

5.5 Are spscimen containsra abslad with the
date collected; the typs of contentsy thn neme

of the dacansed} the name of the madica)l sxamlner;
and the case numbex?

« 5.6 Are formalin-fixad or parattin
erbadded tissuss storsd for at least

ofie year in cases in which misrcecopic slidas
ars not prapared?

8.7 Are spsclmens goliected for microbistoglcal
svaivation plared into approprinte currant transport
madium or sterile containaya?

3.8 Ares microbiologic specimens prompely
transpertad to the aarvice inboratory?

schanged 2/10/58
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5.9 tnh cazes of suspectsd mexual contack:

A. &te controi hair samples collected
Erom the decedant by plucking &
repressntacive nurber of halrs from
various body areas, i.s., acalp and
publc arsan?

B, is tha puble srpea lightly combed
to obtain iscsa and foreign halrs,
and ars native control halre plucked
and paskaged separstely?

. aro swabbing of body urificen
shtained and examinsd for the
prasencea of BREIMALOION, the
prossnce of seminal Fiuld, and
DHA sndfor merciogic markera?

$.1¢6 Ate bite marks procassed according to an
matablished procedurs, with the as=istnnce of a
foransic odontolegist?

§.11 Are written and implementad guidelines
available for organ and timsue harvest managament?

9% TOKICORRGT SEXCIMENE

3A.1 Doas the office have a writtan and implamsntad
pelicy or atandard oparating procsdura, signad within
the last twe years for tha taking of toxicology
specinsna?

49Ax.1.1 ts periphoral blood used for roxicology
whenever poasible?

t5A.1.7 Is the alte of collection {peripharsl,
cantral jhosrtfgraat vessalnj, dural sinsus, cheast
cavity, subdursi hematoms, ate.) Of blood used
for toxicology racordad?

9.2 Are specimens for toxicelogy

prozptly deliversd o Ehs toxlenlogy
iaboratory or storad in a secuye refrigarator
or fresver until delivery is sffected?

9A. 3 when toxicology L raguastad, is the
toxicologist made aware of tha sircusstencan
surrounding the death and any madications which
may hava besan teken by the decadant?

LIS 1Y 1 Ars torRinoiogical spasimens

ratxined for ab lsast two months fn routine casss
and i year in homicide cames aftar raceipt

of raport by the medicsl sxaminer?

9A.5 In csxass of delaysd danth in
hospitallized victima, does the office
sttempt to obtain the earliest available
apecimen trom tha hoapital when appropriate?

schanged 2/10/94
ichangod 10/12/01
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9A,6 In deatha sancciated with the
posaible inhniation of toxic geoaes,

are sirway and iuwng spacimans collacted
and storad in containers suitable for
headapace analysin?

98  EVIRENCK COLLECTION FROW SCENES
58,1 Ars the hands protected in cases

of homicides and suspicious desths to
safaguard avidence whan indlcated?

PHASE

II

§8.2 Is it the written and implemonted rolley of 21
the cffles to take charge of the body and clothing

npd taka chargs or is made aware cf any

avidence on

or nemar the body whitch may ald in determining the
identification of tha decessad and the cauee and

mannar of death?
9C  QHEAIN OF CUSTORT

9c.1  Are forms for shain of e¢ustody
raceipt in uaa?

ped

.2 to chain of costody forms lnclude 1
the case numbar and/or name; description of

the evidencaj the parsons fnvolvad in the

tranafer; the dote and time of change af

custodinnship; and appropriasta aignaturas?

ac.3 Is the medical examinar able to
assurs tha integrity of the ehain of

i

cuatody of avidsntiary items, while undar

his or har control?

10. BUPPORT BERVICZE

16.1 Doan tha office have a written and implemantad IX

policy or standard oparating procedurs,

slgned within

ths last twe ysars covering support sarvices?

10n  PROTQGRAPHY

10A.1 In thera a dasignated staff
membar responsibla for the iaveatory,

sars, and maintenance of the photagraphic

aguipment and wupphies?

10h.2 Is &N wun:n»nwwsa iabal inglruded 11

in aach photograph sugh that the iabal

doas not chaours tha »nonnpnm»ua faatuzen

of the dacedsnt; or alternatlveiy, doas

at

isast ona photograph par set ot photographe
in a glvan cass ingluds & isbel to permit

post procass Labaling of £ilm?

t0A.3 Is nt least ons ldentification
photograph takmn of s11 hodio# brought
to the office?

14
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PHASE

10A.4 fs there photographic It
documentation of pertinent findings in
suapected homicidea?

10R.5 pPoee the office ansrally 1
photographically documsnt partinent

findings?

10A.6 Ars photographs taken prior to I

sxaninstion or processing of tracs svidances,
forsign material, blood patterns, and obher
{tama important for detexsining the cauvss
and mannsr of death or necessary for
sudlcolagal interpretation o prasentation?

16M.7 Are orisptation photographs 1
jphotographa of the name arsa fyom a

diatance or with a frams of rafsrence}

taxsn, when close«sp photogrsphs ars

taken?

1GA.8 Is at least ane msasurerant Ix
acaie included in eloss-up photogrsphs,

with evidencs photegraphs, sad in those

cases when no Erame of refarence is

preasnt in the fleid of view?

10K.9 ts an Amsrican Board of Forspailc I
cdontelogy (ABFO) se¢ale incloded in all
bite mark photographa?

10A.10 Ars all photcgraphs and any 11
negatives labeisd and filed in a

retriavable manner?

108 BARIALOAX

105, 1 Soes tha offfcs have zcoass &S 11
radiogeaphic equlpment or marvices?

168.2  Ays the gquality of padlographs II
commensurate with the purposs of the x-ray

examination?

L3 5:): In & writtan scheduls of axposurss I

on hand or fs thera an alternative systenm in
piace B0 a8 Lo ensure Proper X-ray £ilm exposuren.

10B.4 are radiographa labeled with csse L
number and zight/lstt dealgmation on esch Eiim?

198.5 are radicgrapha filed #o 28 to be 1t
readily retrievabla?

108.4 whan performed in-house, are the 1z
x-ray developmant eguipmant &nd reageants

routinely maintained secording to a
aet ashadula?

4 changed 10/12/01
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16 RISTOLOGY

1ac.1 Doss the offfce havs access Lo
histology servicea?

10¢.2 Ars mi¢rcacopic slides retained
for at lesat 18 ysars?

19c.3 Are paraffin blocke storad in a tool
araa and rarainad for at least five yesrs?

10C. 4 In addition to routine HLE
ptaining, are special staina avallabla
for miercorganisms, iron, fat, and
connactiva tispue?

10c.5 Are spscial staina returned
with sppropriate coatrol slides?

16¢.86 18 a tryostat available for rapid
dingnosia and for fat staine?

ey Ars microscopie slidas prepared,
sxaminad and reported in all suddsn infant
dasths, unexplained deathe, and whers
netasanry to establish a timsun diagnosia?

oc.s are microscoplc findings reportad
in tha ¢ase record as a supplement to
tha narrative groas nutopey?

160 AOITCOLOUT

109.1 poas the offiza have access toa
forensic toxicology laboratory?

s10p.2 In the «ouwnuwomm jaboratery in
compliance with the guidelines of the Soclaky of
Forenalc Toxicologists (ECFT}, or accredited by
the Amarican Board of Foranale Toxicoiocgy {ABFT),
the Collsgs of Amsrican Pathologiets (CAP), Or &
state rofersnce lshoratory?

i0p.3 Is testing routinety avallable
for athanol ang volatiles) carbon monoxide)
medjor drugs of sbuse; major acidie drugs;
and major basic drugs?

I00.4 Boes the cffice have accens to
stat cerbon monoxids testing?

1ep.% Ara tsats parformed according
to writtan standaxd oparating procodures?

108,46 pues the toxicology lsboratory
participate in extexnal praficiency
testing for drugs of abuse?

0D.7 Is these activa monitoring of tha
isboratory for parformance improvemsnt and ‘are
carractiva astions taken when indicated?

t chanysd 10/13/01
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19p,.8 Are 95% of negative toxicology
examinations completed within 30 days
of cases aubmission?

ict.9 Are 95t of positive toxicology
axsminations compisted within 69 dave
of csee submisalon?

10E  GLINICAL CHEMINTRY

10E.% Are routine diagnostic clinleal
chemistry tasta avsilable for analysin
of postmerten speclmans?

08,2 Is the laboratory acorsdited by
the College of ths Amarican Pathologists
1CAP) o sguivalent?

107 HICAOAIGLOOX

19F.1 poss tha office have microbiology
laboratery services aveilsble?

10F,2 1In the microbiology laboratory
sscredited by the College of Amorican
pathologiate (CAP) or eguivalent?

106 CRINIRALISTICR/FORXRSIC SCIEHCE EXRMIHATIONE

106.1 Are laboratory garvices svailable to
perform fingerprinting: serologic and/ar DHA
testing; ballistica; and toace avidence axsminatlon?

ion CONDULTARIONS

H10H. poes the office arsanga for the
availability of sxpect consultanta in nnsnonunyopuauw
foransic dentistry/odontolegy) forsnale ant ropRlagy}
and radielogy?

10K.2 Ars ths consultative servicas
convaniant, responsive, complets, raiiable,
raputsble, and credible in eourt?

11. REPORTHE AND RECOMDE

11.1  Does tha offica have & written and frpiamented
policy or standard opersting procedure, algned within
the last two years covaring reporte and recoerda
keaping?

11.2 Are recorda kept in an orderly
fashion for eamy retrloval of dakn?

11.3 Ara the original reports kept
ander the custody of the offica?

1i.4 Dosa eagh report prepared under the
sutharity of the office include the pama of
tha decsased, Lf known, and the cnes
acceaslon numhet?

# changad 10/259/92

§i.5 Ars thers forss for initlsl notitlesticn
of death; acans fnvestigation) autopsy raports
and =hain of custody?

11.6 Doss the office ha
pethod of keaping track of
cass Tapnrta’

Iy Wuonnn=ﬂnr
unfinished or ovardus

1

PHRASE

I

it

Ix

II

Ir

X

Ix

Iz

1

PHASE
1

I

YES

YES

H/R

H/A

HO

Ho

11A  IEVEATIOATIVE REPORTE

131A.1  Ars records of the initial case investigative I
guntact availabls on every desth reported to the
office, whether or not jurisdiction ie aecaptad?

f1A.2 Is thers a toutine reporting form to ba II.
filied out by death invantigntors for case nequinition?

11A.3 Doss the office maintain a log of aach II
sfficlal cass investigation performed by offics {nvestigators?

311A.4  In & written stens Lnvestigatien report 1t
praparsd by ths offica for avary agtens winited?

11A.5 Do invastigation rsports inoluds, as 11
applicabls, the hiatory chtained from investigators

and wiknosses) past madical history; circymetantial
history; ncsne obearvationsi partinent body findingsy
and potations ragarding photographs takea and

avidenca recoversd?

TiA.6 Aze investigsktive reports routinnly 11
svailable to tha pathologiat prior to the

baginning of any aubopay, axtarnal

examination, or cartification of death?

118 DEATH CRRTIPICATES

118.1 Doap tha office, in cactifying the Iz
caunn atd mannex of death, conform with

the format of ths death cartificate

praacribed by the local authorities?

11B.2 1s stondardized terminoiogy of 1
racognized dissass pemenclatura uaad in
the £11ling out of death eartificatma?

§ 1:8.3 ta the death certificate praparsd 11
and signad by the sutopay physicisn, the ohief
medical axaminer, or his oy her daslgnse?

11¢  RKPORTA OF POATHORIEN EXAMIMATIONS

11C.1  Is a8 written narrative sutopay 1%
report prepared in every mutapated coase?

11C.2 Dees the sutopsy raport Snelude 34
a depeription of extsrnal and jntarnal

evidonces of Injury, raview of organ

ayntema, listing of diagnoses, and an

opinion of the csunm anc manner of doath?

@ chasged 10/29/98
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PHASE YES

11C.3  Doas the forensic pathologlist sign the 11
astopsy repott after it has been transcribed,
proofraad and corrected?

111C.4.1 Are 551 of the reporis of postmortem I
exnminations complatad withiis tws montha from
the tima of autopay in homiciie capea?

113C.4.1 Are 935% of reports of postaoriem 11
examinatisns completed within thres mantha

from the time of autopsy in all casss |nomiciden
oxciudad, asza 11C.4.137

1i¢.5 Is the causa and manner of doath I
listad in the sutopsy report sonsistent
with that stated on the death certificare?

110 CONSULTATION AND LABORATORY REPORTS

110.43 Ara the raports of consultations I
and faboratory tasts partlinent te datermining

cavse and manner of death fballistice, trace

evidance, ete.} Lncorporated into the cfficlal

rocords of the cass whansver auch teoats ara perforned?

1ib.2  Are rsguast forms available fox I
supplemental laboratory and consaltative sarvicea?

11p.3 Are consultations and laboratory tasts T —
tracked and senltorsd by the office for chain of

custody; status of cempratlon; expacted raturn

tims; blliing informstion; and return of residual

specizmans, a& sppllcable?

5110.4 Doss the office have a written and I
implemented policy or standard operating procsdure,
sigaed within ths last two years covering organ and
tinpus donation?

11k AHFUAL GTATISXICAL REPORT

¢ 1ig.i TDoam ths offica annually complie statisticsl dats ent
A} denths Teportad?
B} tasss accapted?
€} manners of death?
D) sesns visits by medlealk axaminers
or medical examinar invastligators?
¥) bodies tranaported by office ar
by order of ths offics?
¥} exterhal sxaminations
£} conpleta zutopsies?
H) partial autopsias?
1} hospital outopniss ratalhed
uhdar HE jurisdistion?
33 casen where texicolegy is pecformed?
K} bodies unidantified aftar axamination?
L} organ and timsuva danationa?
K) unciaimed bodfiea?
H} exhumationa?
mazisum of £ire Phase One daficlencien can be meaignod under this
chenged 10/23/98
changed I/23/2000
changed 10/12/01
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PHASE
11#.2 Doee the offics have & computerized 1
information management system?
11%,3 Doss the office prapara an anpual report 1
tabuiating total cases roported, sccepted, exsminad
and sutopsied, and the major ceuses of death sorted
by each manner of death categeryl
11B.4 Does tha office kesp & currant lint of I
ponding casss with unsigned daath certificoten?
11E.5 Doas the office maintain 2 craas T

index of categories of cause and manner of
denth for statlstical data retrieval?

11 RECCRDE KEEFING

t1¥.1  Avs all papsr componants of tha 1
danth investigatfoen in a given case tilad

in the mams place, including investigative

repatris, scann caports, body sxaminationn,

supplemsntal isboratory raporta and

coneultations, and nawmocn:v information?

11,2 Ares tha original casa reports Ix
ratainad undar tha cars, custody, and
contrel of the office?

11F.3  Are completed ragopds located inoa 1%
central racord storage arsa?

11#.4 If loag term archival records are 1T
atorad in a location off premises, are they
pocure and retrievab:le?

1ir.5. Do writtem and implamsnted guidalines 1
debafl the archiving and destruction blseu for all
records?

11F.6 Doan tha offics have a written and implementad I
policy or standard mothed for £filing, to tnckude how,
uwhkata, and which racorde srs stored?

1r.7 HWheke the office pscords are II
computerized, is thera backup jinformation
svailable?

110 EELEASE CF INFORMATION

11G.1 Ars copien of officinl reports Iz
available ko thoss individuais
having & legltimate right to thanm?

11G6.2 Is thera s written end implemsnted procedure ¥
ragarding distribution of records znd information?

11G.3 Are coples of the applicable iaw, 1t
reguistions, guidalines and jegal opinions available?

11G.4 Doen the office hava a written and implemented T
pelicy regarding medis contact?

Fii]

YES
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12. HASS DIBASTER PLAN

t2.1 Doss the office have a written and lmplemented
mann disaster imultiple fatelity) plan signed within
the lant two years?

12.2  Has the pian bean promulgated with
the partieipation of juriadictional lsw
onforcement, firs, and rescus and amergancy
agancies sad hospitals?

12.3  Has the office coordinated with
surrounding juriadictions ragarding mass
disanter planning?

12.4 Has the offics participated in local
or regional maas disaster exerclees?

13, PERFORHANCE ITHPROVEMENT

13.1 Doas the office have & written and
implemented policy or standard apsrating procadure,
pignod within the last two yearn covering guality
AMSUCANSD Drogram?

13.2 Is the parformance impravament program
a planned and raguiarly acheduisd activity?

13.3 ta tha parformanca ilsmprovament program
pufficiant and adequate to assurs the quality
of the offica or systasm workprodust?

13.4 fa thers documentation of corractiva
action takan for jdentifiad deficiencies?

1I%  PRCFESSIONAL GAEDERTIALS AND PRIVILEGES

i3A.t  Is licensura of ths medical stoff
verified at the time of initial employment?

13A.2 Does the chief medical examiner
evnluate the performance of cach member
of ths profemsional ataff at joast once
each year?

138 ZRAINING AND CONTINUING EDUCATION

138.1 Are all new parsonnel provided
information an the written policins of
the office during orientation?

138.2 Is aach licensed profeasional
employee required to participate in
continuing education?

138.3 Is thers continuing edusation
avsilabls for all medical investigators?

21
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13B.4 Are operators of radiclegic
eguipment properly tralned?

13B.5 Are &1l ataff members, medical

and nonmedical, who petrfors duties in a
trafning capacity continually nupervigad
and monltored by a qualified practitionsx?

13B.§ Are the reporke w"umcnun by
staff mapbers in training reviewsd and
countersigned by the appropriata
supsrvisory

11B5.7 If the office has a training
program for forsnaie psthologlste, 1]
the program aceredited by the Amarican
Council for Graduate Hedical 2ducatlen
[ACGHE}?

13C  PERFOBMARCE EVALUATIQN AND HOHTTORING

$3c.1 Do in-house laboratories
participats in axternal profleiency
toats?

130.2 Does the medioal staff participata
in sxtarnal chack sanplese or proficienzy
aurveys?

13C.3 Ara ataff sign-out conterencas

ragularly scheduled for discusaion and
d¢isposition of pending and problem capast
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Guldelines for the Utillznatlon of Pathology Assistants in Medical Examiner
Offices

Ousabar 1941

Leroy Riddick, M.D., Derald Jason, SLD. 1D, MFG Gllllland, MLD., Charles Wetl, LD, Jeflrey
Jentzea. BB

Abstreet

‘Tt establishment of non-physician providen i snatomic pathelogy as netive

participants i medical *s offices hias resulied in concemas regasding the

supetvisien aad medical practice of pathologists’ assimants. Forengic pathologists

P> the scientific #xp 1o imveatigate sudden and violeat deaths. Indiviguals with

varylag degrees of traning rostinclv assis she forensic pathofogast i Many aspects of the
medical examuner's office tnehading scene inspection, snuestigotion, and autopsy
disscction. The Nationaf A of Medical £ ts in seenrdance with ity

Standards of Inspection and Acereditati that the perdt of an autepsy

and other medically related duties are considered the pracuce of medicine. NAME
proposes the following as guidetines far the uss of trained pathology assistants n
medicotegal death investigation systems.

Introdustion

in recent years, changes sn the pathology workpiace increasingly have incorporated non-
phyicinn providers in arcas relaied to tnodem death investsgation such 23 the

o
p of

asasstants EPA) are noa-physician graduste level providers in anatomic pathology

r body tion and scene tnspection. Pathologists’

functioning &3 dependent practitioners andes the direction of anatomic pathoiogists. The
first pathologists’ assistant {PA) nmning program was extablished in 1969 and accredited
by National Acerediting Agency for Clinical Laborstory Services. There are cumentiy
five sccredited programs wn the United States, Thewr duties typrcally tnslude examination,

disscetion and processing af tissuc samples and aslopsy _Eum.un:ﬁ:..d

tn the United States, forensic pathalogrsts pefomm the magonty of autopsies for

medicalegnl purposcs. ‘The practice of forenssc patkolagy ncorparates the death scene

investigation, clisical inveshigation, astepsy ction and itation and syl of

the Fxcts of the case to arnve at A medical decision. The aulopsy is the practice of

dicine. A medical e 15 defined os & physician-pathologest with speeal tsaining
wn forensic pathology prefesably cedtificd in anatomic and farensic pathotogy by the
Amencan Board of Pathalogy.? Onty thoss individuals who possesa knowledge of
pathophysiology fearmed through clinical as well as labaratory medicine are capable of
making medical decisions and diagl at o tegal standard. Despite their education and

expericnce, forensic pathologisis daily confront medical iasues and chedl atthe

stopyy table, never seen ot anticipated, that require the expertise of a truncd physician.
1n addition, In pesforming the autopey, the pathologis has a morat obligation to the

prefession of pathelogy. the decedent’s family and the comeunity at Targe,

The dotics of momus atrendants and lay death investigators are detailed in the NAME
Standards .\uw\.nnann‘:n::ay These duties generatly encompass the acceptance nnd
relcase of badies, weight and measures, fingerpnntiog, remeoval of clothing &nd oblaming
radiogmphs. Investigative dolics relate to the eoflection of informaticn, scene

imvestigation and evidence collection.

The pathelogsst-medical examiner may elect 1o delegate certamn aspects of the scene
snspection, mvestigation or pasimorterm cxamiatian to 3 nen-physician of pathologut’s
assistant under hisfher supervision, However, the patholegist-medical exarmasr must
witimately assume the responsibidity for the snvestigation of deaths and in particular all
aspects relating to tho seene, hody examination and sutapsy under hishar jurdsdiction.

As contmncd in the MAME Standards for Accreditmiton, “The pathologst should perform
the complete examination, personatly observing alt findings so that his intemrslation may
be sound.” The complete examsnation inchides ingpection of the body extemally with
and without clatking, meking the pnmary incisions, in vitre nspection of all argans, bady
eavitics, end cranium, removal of (he organs from the body and e sity dissceton of the

osgans. The pathelogists take fessue fnr miceoscopie cxamination and interpret afl slides,



The patholopist creates a1l muopsy reponts, indicating the role the pathologists’ assistant
piayed in the cxamiaation.

To exchsde pathology assistants tataHy fom prrticipstion in medicat examener offices 41
this time would be boll sconomicatly impractical and professonatly unwase.
Pathalagist's essistants are currently engaged it a myrind of duties within the madicat
cxaminer office and provide essential scrvices. The Nasonal Asspeiation of Medical
Exammers (NAME) therefore presents the fellawiag puidelines for the use el iramned

pathologist’s nssistants who participaie in medical examner offices. These guidefines do

1 K

not apply to the activitics of dieners, labonatory

1%, martuaty il eic,
who have rot kad fosmal trmming and received a degrse from an accredited progmm.,
These guidelines cover ndividual pathologists and pathology groups who perform

medisolegal aotopsies ond investigations.
Guidelines for Hse of Pathology Assistants in Medico-legal Death Investigations

Quatifications: A pathologist nssistant {PA) bas received advanced training by an
aceredited program and is certified by the Nationat Accrediting Agency for Clinical
Laboratory Services.

Madical Examiner Office: For the purposc ofthese guidelines, a medical examinct
office 15 defined a5 n public ageney that 12 a governmental agensy supported by tixpayers
znd established by law for the iavestigation of sudden, unexpeeted of victent deaths.

Dauties: The pathologists” assistant {FAY assists the pathalogst i the performanes of
dubies refated 1o the mepaction, handling, pracessing and dissection of the body. The

foltowng guidelines pertatn fo the activities of the patholopist asssstanl.
Externs] Body Examunation:

A Prepa-es and supplies the autapay suite for examinaticns.

B. Adheres to established standands of health and safety with respectio
chemical, biotog:eal and physical agents established by the vamous
acereditations (CAP, NAME) or govemmental agencies (0SHA, NIOSH).

C. Adhares to safety regulations and has reeeved required trainiag in
regards to obtaining radicgmphs.

b. Resmoves clothing and personal effeets andar the direction and

supervision of the pathologist.

£ t abels containers and specsmens for toxicological specimens, trace
evidence and tissues under dircesion of the pathologist. The pathologist
maintns the chan of custody.

|

Assists the pathologist, Taw enfarcemens afficers andfor ether cnmymalist

to ebserve, document, retain, and if appropnate, store zvidence,
Autopsy Dissection:

A, Assiste with evisceration under the dircet guidance of the pathologist.
The pathologist must be physically present at the astopsy tnble where the
procedure is performed.

B. Ingises the scalp, tncises the skull and removes the beasn under the

direction of the patkologist.

C. Performs additionsl proceduses such a3 perfusian of fuhgs, ncising of
intestine, perfusing coronary artenes and olher speeinl procedute undee

pathologist’s supetvision.

D “Fukes tissuc for pucraseapie examination under the dircetion of the

pathologist.

Releme of Information:



A i regands to the non-medical aspects of death investigation, the
pathologist 18 responsible 1o commumcate ail official astepsy findings to

the family, law enforcement, media, and attomeys.

! Grabicki DAE, o1 at,, “Nationad Practice Characteristics and Utitizatian of
Pathologits’ Asnistants,” Arch Pathof Lab Med., 2801:125:905-912.

2 Randalt BB, Ficero MF, Froede RC, “Practice Guidetines for Forensic Patholegy,”
Archk Pathal Leb Med, 1998,122:1056-1054,

* tnspection and Accreditation Palicies and Procedhere Aamol (51, Lows, Missoun:
National Asseciation of Medicat Examiners, 1997).
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